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EXECUTIVBUMMARY

The Magellan Louisiana Care Management Center conducts an annual evaluation of its Quality

Improvement Program to evaluate outcomesview effectiveess assess goal achievememptvaluate

the deployment of resourceslocument and trend input from advisory groups, including members,

family members and other stakeholdemdto identify opportunities for improvement in the ongoing

provision of safe higlyuality care and service to members. The evaluation covers a fully integrated

guality program including recovery/resilienéycused clinical and medical integration programs. This

report summarizes the evaluation findings from the Louisiana Care ManadeDeater data from

March 1, 2013 through February 28, 2014. In addition, this report assesses progress towards the goals
FYR LINA2NAGAT SR 202S0iA@Sa aSi FT2NIK Ay GKS LINBJA
description, work plan and progrY S @I f dzZ A2y G6KAfS AyadaNAy3a (KFG GK
mission was realized.

The Program Evaluation is an internal practical document used by Magellan of Louisiana to analyze its
current status compared to performaneadprogram goals, ideiifly barriersor challengess well as
opportunities for improvementandthen to develop interventions to improve or promote care and

service to the populatiomiserved This document is not written for public consumption, bufaoilitate
collaborative mitiatives with our customer and across the contracted populations. The Program

9@ fdz GA2Y &adzLJL2 NI A NBI|j dzA NBipsyeentSeatky fasiwélBaRthdse/ 1 K S
found on pages 882 of the Louisiana Behavioral Health Partnership Rstfior Proposal, and

providesa summary of the prior ye& iaitiatives.

Key Accomplishments

Key accomplishments during the previous year identified as a result of the development of this

evaluation include:

1 Served 150,791 unduplicated members durihg second contract year, an increase of 5.5% from
the first contract year (142,923)

1 Increased unduplicated practitioner provider network 825ince implementation on March 1,
2012 (3/2012n=571; 3/2014=228)

1 Received full URAC accreditation, effectivddouary 1, 201

1 Met goals for all Performance Guarantees for telephone responsiveness, claims administration,
clinical, and satisfactioautcomes

1 Answered 99,578 calls with a-kécondaverage speed of answek$A and a 2.57% abandonment
rate, meeting catractual performance guarantee goals for telephonic responsiveness

1 Improved both member and provider satisfaction. Member satisfaction increased from 82.5% for
contract year one to 84.5% in contract year two. Provider satisfaction improved from 80.2% to
87.6%

APPROVED HYUISIANACMOQUALITYMPRO/EMENTCOMMITTEE 08/14/2014
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9 Attained penetration rate of 11.16%, for minor members (21 or younger), which is 4.4 percentage
points higher than the SAMHSA Medicaid average penetration rate of 6.7% for children receiving
behavioral health services

1 Increased current enroliment ithhe Coordinated Systems of Care (CSoC) by 48.6% when comparing
end of contract year data

1 Expanded Coordinated System of Care (CSoC) services providers by 26% biegimtireg of the
partnership; he remaining four regions are scheduled for implemeiotain 2014

1 Reduced readmission rate by 23% for 6 highume facilities

9 Highutilizer rounds resulted in 58%wer bed days for top 30 identified bed day members
Realigned both internal and external processes and procedures to meet federal waiver
requirements, includindaunch ofinitial Independent Assessment/Community Based Care
Management (IA/CBCMbhase and completion of all required reporting

9 Increased utilization of Assertive Community Treatment by 66.79%, with 2305 unique members
receiving servies

1 Processednore than900 Permanent Supportive Housing Independent Assessments and helped
move a total of 250 members to Medicaid 1915i eligibility while actively managing the
authorizations of all 2,878 members in PSH.

1 Partnered with LSU Health Scien€enter and Tulane departments of psychiatry to provide
trainingsin ChildParent Psychotherapy (CRBU) and Parent Management Training (PMTane)
to improve clinical program for our ©@6-yearold members

1 Increased the total number abntractedprescribers by 27% antthe number of contracted
psychiatrists by 27.8% since implementation

1 Recognized by the Attorney General (AG) of Louisiana for best practices irimgpoaud, Waste,
and Abuse (FWA); increased number of FWA reports submitted to tH@2AiG contract year one
and 36 in contract year two) by 200%, with 15 reports being actively pursued by the AG

1 Received a total of 960 members referrals from the Bayou Health Plans as a result of the
implementation of a standardized referral process

1 Implemented Consumer Health Inventory (CHI) pilot with providers to promote utilization of valid
and reliable outcomes tools.

Program Focus and Prioritized Objectives for 2a13}

Based on a review of:

Progress towards 20184 program goals,

Lessons learre

An assessment of the identified opportunities for improvement and their root causes,

An increased understanding of the need fonely identification of critical variables and their root
causes (barriers) in order to identify and implement effectiterventions

=A =4 =4 =4
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1 Customer feedback and contractual requiremeraisd
1 Member, family member and stakeholder input

The following listsncludethe prioritized goals and objectivédor the Louisiana CM@r contract year
201415.

1. Positively influencing Healt and Well being, including patient safety

1 To foster individualized adult, youth and famdgiven behavioral health services through
increased access to a full array of evidebesed irhome and community services that
promote hope, recovery and regfhgy.

1 Improve member functioning, daily living and social skills and reduction in symptom
severity.

1 Reduction in the current number and future admissions of adults and youths with significant
behavioral health challengés restrictive settings outside tiehome through the
increased use of thome and community services.

2. Enhancing Service and the Experience of Care
1 Improve quality of care by establishing and measuring outcomes.
T Promote@ S 2F OdzZ GdzNFftfe& O02YLISHISydz K2t AadA0 | LJ
1 Increase provider accountability.

3. Meeting and exceeding contractual, regulatory and accreditation requirements
T alyr3asS GKS adlrisSqQa O2ai 2F LINPOARAY3I aSNIWIAOS
manner possible.
1 Increase provider compliance with fedérgaiver and state plan amendment requirements
1 Maintain adherence to URAC accreditation standards.

To accomplish these goals, the followjripritized objectiveswere determined by the Louisiana CMC.

1. Provide evidencéased and best practice models éygaging providers to improve clinical
outcomes through models/programs, such as Assertive Community Treatment (ACT), Multi
Systemic Therapy (MST), Family Functional Therapy (FFT), Homebuilders@;idlityHi
Wraparound

2. Improvefollow up after hospitatiation7-dayrates greater than 28%nd 30-dayrates greater
than 48%.

3. Promote early identification and intervention of behavioral health needs and early identification
of at-risk children (e.g., EPSDT screening, CANS).

1NCQA 2014 MBHQI 1 Element A #6; URAC UM Version 7.0 Core; URAC CM Version 4.1 Core 20

APPROVED HYUISIANACMOQUALITYMPRO/EMENTCOMMITTEE 08/14/2014
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4. Increase member access to peer sagmnd crisis services.

Preserve member experience of care at greater than or equal to 83%.

6. Advance cultural competency initiatives for provider netwtinkoughincreased trainings and
provider monitoring.

7. Establish reporting processes for ongoing @ignt and outcomes monitoring of highly utilized
services.

8. Expand performancbased provider initiativeto increase provider accountability for
outcomes.

9. Provide ongoing oversight and compliance monitoring of Home and Community Based Service
(HCBS) progers.

10. Maintainor improveall performance measuresiodecreasein current measurementesults

o
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. OVERVIEW

The Magellan Health Services (Magellan) LA CMC manages recovery &@rmtyesilental
health/substanceuse services in a variety of settingsidefed by providers from several disciplines.

The lines of business served by the Magellan LA CMC include Medicaid coverage and populations
identified as parof the Louisiana Behavioral Health PartnergthiBHP)The LBHP includes the Office of
BehavioraHealth (OBH), the Department of Children and Family Services (DCFS), the Office of Juvenile
Justice (0JJ), and the Department of Education (BIOE)S [ ! quélity pr&yéam is comprehensive

and covers the following product lines: Behavioral Care Manageieind Recovery and Resiliency Care
Management. In addition, the LA CMC manages the Permanent Supportive Housing and Coordinated
System of Care programs for eligible members.

The scope of the Quality Improvement (QIl) program includes the objective atehsatic monitoring

of the quality of behavioral health and related recovery and resiliency services provided to the
members ofthe customer organizations served by Magellan. The LA CMC QI Program is the direct
responsibility of the LA CMC Chief Execu@¥iécer. The QI program is managed by the Quality
Management Administrator who is supported by regional and corporate staff. Local oversight of the QI
program is provided by the LA CMC Quality Improvement Committee (QIC). Corporate oversight of the
QI progam occurs through a corporate committee structure.

Quality Process at the Louisiana Care Management Center

The LA CMC QI program utilizeSim Sigma Define, Measure, Analyze, Improve, Control (DMAIC)

process to insure the timely identification of cci variables and their root causes (barriers). DMAIC
process outcomes are used to develop measurable interventions that lead to improvehnent.A

/ a | @ &ommittees oversee this process and a spectrum of measures and activities that are described
in the LA CMC Quality Improvement Program Descriimhevaluated in this document

DEFINE

‘What problem needs to be solved?

Characterization T

Monitoring
System

Measure

What is the data collection plan?

=

Analyze

“WWhat are the critical ®'s and their root causes?

- =

Improve
Implement Interventions to address root causes Optimization

q'\_\_? Controlling

System

Control

What is the control plan?
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QI committee oversight is a crucial component of the LA CMC approach to overall systems
transformation and evolution. When coupled with other mechanisms, as illustrateEdhé results in
systemsevolution and the development of eulture of qualityPlease see Section Il of th& CMC
Quality Improvement Program Description for further description of the quality improvement
committees and processes in place at the LA CMC

Aconsumer outcomes
Msatisfaction Surveys
Reporting

Anternal and Provider

[Established committees
(w/stakeholder involvement)
MPerformance metrics
RecoveryResilliencyrinciples Quality
| Molicies, procedures & standards | Stucuigs System

Evolution

Outcomes
Management

Quality

Processes

Avidencebased and best practices
Kiscal accountability

Anowledge transfer processes
JExternal validationaccreditatio

Oversight includes the monitoring of a spectrum of measures of the quality of care and service,
including utilization data, member and provider satisfaction survey results, congiéaidtother quality
metrics Each of these quality improvement aniilization management activities is described,
trended, and analyzed in this evaluation of the overall effectiveness of the QI and UM program.

Il Population Description: Demographics, Cultural Competency Assessment and Diagnostic
Prevalence

Magellan conductsan annual population assessmetd provide an expansive reviewf the LBHP
membersin order to enable the Louisiana Care Management Center (LA CMC) to make informed
improvements and/or enhancements to ongoing and planned quality and servicetigi§iaand
programs. As part of the overall goal to maintain and enhance the quality of service provided to the LA
CMC members, the Quality Improvement Department amasses data from a variety of sources to
develop a comprehensive enrollee population assessimeach year. The specific purpose of this
assessment is twofold. First, it serves as a tool to determine appropriate quality improvement (QI)

APPROVED HYUISIANACMOQUALITYMPRO/EMENTCOMMITTEE 08/14/2014
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initiatives for the coming year. Second, the findings enable the LA CMC to make informed and effective
improvements to ongoing QI activities.

The data presented provides a summary of the demographic analysis oféhwers served by the LA

CMC. Because a majority of the members served are funded through Medicaid, the Medicaid eligible
population was used as amparison group to determine if the members being served by the LA CMC
were representative of the full population. This approach provides as complete a demographic profile

Fd LlR2aaAroftsS gAGK GKS AydSyd G2 dydatsisNFouidegathe! / a/
Medicaid feed.The following is a list of the demographic variables analyzed by source:

Data reviewed in this report are:

Population

Race/Ethnicity

Age

Gender

Language

GeoAccess Reports

Information from Translation Service

Top mental health diagnoses for age groups
Member Satisfaction survey responses
Armed Forces managed care members

=4 =4 4 4 -4 -8 —a -2 -2 -9

The LA CMC served a total of 150,791 unigue members (unduplicated members with at least one claims
received) during the period from March 1, 20tt3February 28, 2014. This is a 5.5% increase over the
number of members served in the first contract year (n=142,923). This equates to a penetration rate of
12.76% of the Medicaid eligible population (n¥81,746).The penetration rate for minor member(21

or younger) was 11.16% and adults over 21 had a penetration rate of 16.67%. In 2008, SAMHSA stated
the national penetration rate for the Medicaid child population that received behavioral health care,
including mental health and/or substance useodder (SUD) services and/or psychotropic medications,
was 9.6%. When children who only received psychotropic medications were removed, the rate
decreased from 9.6% to 6.7%. In comparison, the current data demonstrates the LA CMC is serving the
Medicaidpopulation at a rate higher than that seen across the national standards. Please see Section
VIII Evaluation of Over/Under Utilization of Services for a more detailed analysis of utilization.

It is vital for the LA CMC to evaluate demographic infornmatibthe members served to make

informed improvements and/or enhancements to ongoing and planned quality and service initiatives
and programs. As part of the overall goal to maintain and enhance the quality of service provided to
the LA CMC members, thau@lity Improvement Department amasses data from a variety of sources to
develop a comprehensive enrollee population assessment each year. The specific purpose of this

APPROVED HYUISIANACMOQUALITYMPRO/EMENTCOMMITTEE 08/14/2014
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assessment is twofold. First, it serves as a tool to determine appropriate qualitguerpent (Ql)

initiatives for the coming year. Second, the findings enable the LA CMC to make informed and effective
improvements to ongoing QI activitie®emographics for Age, Gender, Veterans Status, Regions,
Diagnostic Prevalence, Race, and Ethnarigyincluded in the evaluation to provide insight into the

members served by the LA CMC. The metrics are based on claims data from March 1, 2013 to February
28, 2014. The report was run on May 30, 2014 to account for claims lag.

The tables below presnt summary demographic information for the LA Medicaid population.

Age
% OF MDQ % OF
AGE MED_ELIG| ELIG SERVED| SERVED
0-5 316,733 26.80% 5,520 3.66%
6-12 282,587 23.91% | 32,112 | 21.30%
13-17 174,697 14.78% | 31,508 | 20.90%
18-21 64,916 5.49% 24,4% 16.24%
22-64 282,552 23.91% | 51,876 | 34.40%
65+ 60,261 5.10% 5,280 3.50%
Total 1,181,746 150,791

The age catgories for the members served can be considenaddtively represerdtive of the Medicaid
eligible population Thel13-17 and 2264 agecategories shovgomeelevationin representation in the
members served; howevek]agellan has implemented interventions, such as Coordinated Systems of
Care and Independent Assessors/Community Based Care Managers, to ensure members with Severe
andPersistat Mental lliness and Severe Emotional Disturbance have access to services. Please refer to
Section XVIII Behavioral Continuum (System Transformation)nore information on these

interventions. Tie group with the greatest disparityetween thoseeligible and serveds the dildren O
5group. This groupepresens 3.66% of the members served despite represer2®®1% of the

Medicaid eligible populationAlthough national prevalence rates are not specific to this age group,
many diagnoses outside of nedevelopmental disorders cannot be made until at least the age of 3
This may explain the lower number of members serviglhgellan does recognize the importance of
ensuring providers have the necessary training to treatuhigiue, vulnerable populath. Magellan

has partnered with local universities to provided special traimingwo evidencebased practices,
ChildParent Psychotherapy (CPP), and Parent Management Traioiagsure providers have the

required skills to treat this age groupMoredetails on this initiative can be found 8ection XVII

Evidence and Best Practice Initiatives.

Gender

APPROVED HYUISIANACMOQUALITYMPRO/EMENTCOMMITTEE 08/14/2014
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GENDER ME‘TS;TS % OF MDC ELI{ SERVED| % OF SERVE
Female 669,464 56.65% 74,716 49.55%
Male 511,915 43.32% 71,377 47.34%
Unknown 367 0.03% 3,428 2.04%
Missing 0 0% 1,270 0.75%
Total 1,181,746 150,791
Contract Year 1 Contract Year 2
Gender Frequency | Percent Frequency Percent
Female 61829 48.3% 74,716 49.55%
Male 59384 46.4% 71,377 47.34%
Other 2 0.0% 0 0.0%
Unknown 5792 4.5% 3,428 2.04%
Missing 896 0.7% 1,270 0.75%
Total 127903 100.0% 109,229 100.0%

Veteran Status

Females represent 56.65% of the Medicaid eligible population and 49.55% of the members served
population, which is a slight underrepresentation. Males represent 43.32% of the Ntkdiigable
population and 47.34% of the members served population, which is a slight overrepresentation. Unlike
the Medicaid eligible population, there are approximately 3% of missing or unknown data that could
skew this variable. Percentage of utilipat of behavioral health services showed a slight increase by
both the male and female gender between the two contract years. There was also a reduction of
unknown and missing data of 2.4 percentage points. Magellan will continue to monitor into contract
year 3 to determine if this is an opportunity for improvement that requires interventions to improve
accessibility to the female gender population.

GONFIDENTIAPROPRIETARY AND TRAIECRET INFORMATION

VETERAN_STATUS MED_ELIG | % OF MDC ELI¢ SERVED| % OF SERVE

Unknown 1,134,141 95.97% 102,913 68.25%

No 47,277 4.00% 47,369 31.41%

YesNo Active Duty 193 0.02% 339 0.22%

YesActive Duty Unknown 113 0.01% 139 0.09%

Yes 16 0.00% 19 0.01%

Yes-Active Duty 6 0.00% 12 0.01%

Total 1,181,746 150,791
APPROVED HYUISIANACMOQUALITYMPRO/EMENTCOMMITTEE 08/14/2014
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Data for veteran status is skewed since 8.252 F Rl G NB3IF NRAy3 @GSGSNry adl
SpSy tSaa (y26y RFEGF FT2NJ GKS aSRAOThaUite8Stdte3A o6t S LI2
| Syadza tA&Z0GSR [2dZAaAl Yyl Qa SaGAYIFGSR LI LlzZahsGi A2y Ay
Analysis and Statistics reported that Louisiana had a total of 315,342 veterans as of September 30,

2013. This represents 6.82% of the population. Although the unknown data distorts this variable, it is
believed that veterans are underrepresentedlie Medicaid population because they are served

through other avenues (e.g., Veterans Administration providers).

Data by Region

% OF

REGION MED_ELIG % OF MDC ELI| SERVEL SERVED
Capitol Area Human Service District 154,720 13.09% 19,488 12.92%
Metropolitan Human Service District 120,231 10.17% 18,671 12.38%
Florida Parishes Human Service Authority 126,294 10.69% 16,671 11.06%
South Central Louisiana Human Service Author| 100,021 8.46% 15,810 10.48%
Acadiana Human Services District 155,648 13.17% 15,705 10.42%
Northwest Louisiana Human Services District 142,228 12.04% 14,264 9.46%
Jefferson Parish Human Service Authority 102,176 8.65% 13,920 9.23%
Northeast Delta Human Services District 103,719 8.78% 13,878 9.20%
Central Louisiana Human Servi€astrict 83,203 7.04% 9,788 6.49%
Imperial Calcasieu Human Service Authority 73,309 6.20% 9,547 6.33%
UNKNOWN 20,197 1.71% 3,049 2.02%
Total 1,181,746 150,791

Regional data supports that most of the regions are adequately represented in the meseivees
population. Acadiana and Northwest Louisiana Human Services Districts do show slight
underrepresentation. These are both considered to provide services to mainly rural areas, which could
impact utilization. Magellan actively works through itswetk development strategy to recruit

providers in these areas to ensure penetration and utilization of services for rural members.

Diagnostic Prevalence
The LA CMC evaluates diagnostic prevalence for inpatient and outpatient levels of care. Because

inpatient level of care provides care for higher acuity levels, it is believed that level of care is a
confounding variable that could extraneously affect the data and thus should be evaluated separately.

Top Ten Inpatient Diagnostic Categories (Mihbddult Populations)

APPROVED HYUISIANACMOQUALITYMPRO/EMENTCOMMITTEE 08/14/2014
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0, 0,
Value DIAGNOSIS Population MIETISERE % .Of Top_lO % Of.
Served Diagnosis | Population
0-17
0-17 311-Qe_zpre33|ve disorder, not elsewhere 774.017 1717 24 44% 0.22%
classified
0-17 | 296.90Unspecified episodic mood disorder; 774,017 1,522 21.66% 0.20%
296.33Major depressive affective disorder,
0-17 | recurrent episode, severe, without mention| 774,017 867 12.34% 0.11%
of psychotic behavior
0-17 2_96.20ngor depressw_e_aﬁectlve disorder, 774.017 759 10.80% 0.10%
single episode, unspecified
0-17 | 312.30Impulse control disorder, unspecifie| 774,017 524 7.46% 0.07%
296.23Major depressive affective disorder,
0-17 | single episode, severe, without mention of| 774,017 456 6.49% 0.06%
psychotic behavior
0-17 | 296.80Bipolar disorder, unspsfied 774,017 383 5.45% 0.05%
0-17 | 298.9Unspecified psychosis 774,017 326 4.64% 0.04%
0-17 | 312.34Intermittent explosive disorder 774,017 267 3.80% 0.03%
0-17 | 314.9Unspecified hyperkinetic syndrome 774,017 205 2.92% 0.03%
18+
296.33Major depressive affective disorder,
18+ | recurrent episode, severe, without mention| 407,729 2,175 16.64% 0.53%
of psychotic behavior
18+ | 295.70Schizoaffective disorder, unspecifie{ 407,729 2,014 15.40% 0.49%
18+ | 298.9Unspecified psychosis 407,729 1,348 10.31% 0.33%
18+ 295.34Paran0|d type_ schizophrenia, chron 407,729 1,205 9.22% 0.30%
with acute exacerbation
18+ 295.74Sch|zoaff_ect|ve disorder, chronic wit 407,729 1,182 9.04% 0.29%
acute exacerbation
18+ 311—[?§presswe disorder, not elsewhere 407,729 1,181 9.03% 0.29%
classified
296.34Major depressive affective disorder,
18+ | recurrent episode, severe, specified as witl 407,729 1,129 8.64% 0.28%
psychotic behavior
18+ 295.30E§1ran0|d type schizophrenia, 407,729 1,083 8.28% 0.27%
unspecified
18+ 296.20Mfijor depresswg_ affective disorder, 407,729 908 6.95% 0.22%
single episode, unspecified
18+ | 295.32Paranoid type schizophrenia, chron| 407,729 849 6.49% 0.21%

Depressive disorders account for 54% of thE/0population in the inpatient setting. Eighiye
percent of the diagnoses fall into the category of Mood Disorders. Only 14.18% oflthpdpulation

had a primary diagnosis ahpulse Control Disorder, Intermittent Explosive Disorder, and unspecified

hyperkinetic syndrome, which will account f@majority of the diagnoses at the outpatient level of

care. Schizophrenia spectrum and other psychotic disorders account for 58.74% of the disorders for
18+ members. Depressive disorders account for 41.26%. The LA CMC monitors Clinical Practice
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Guidelnes (CPGs) for Schizophrenia, Depressive Disorders, ADHD, and Suicide Risk while conducting
Treatment Record Reviews to ensure compliance with best treatment practices for these diagnoses.

Top Ten Outpatient Diagnostic Categories (Minor/Adult Populations

0, 0,
Value DIAGNOSIS Population MIETISERE % pf Top.lo % Of.
Served Diagnosis | Population
0-17
0-17 314.0}At-te.nt|on deficit disorder with 774.017 27044 46.96% 3.49%
hyperactivity
0-17 | 313.820ppositional defiant disorder 774,017 7,254 12.60% 0.94%
0-17 311—Qgpresswe disorder, not elsewhe 774.017 5.096 8.85% 0.66%
classified
0-17 | 296.90Unspecified episodic mood disorder; 774,017 3,395 5.90% 0.44%
0-17 314.0_0Atten'uon de_flc_:lt disorder without 774,017 3,254 5 65% 0.42%
mention of hyperactivity
0-17 | 312.9Unspecified disturbance of conduct 774,017 3,029 5.26% 0.39%
0-17 | 300.00Anxiety state, unspecified 774,017 2,519 4.37% 0.33%
0-17 | 309.9Unspecified adjustment reaction 774,017 2,286 3.97% 0.30%
0-17 | 314.9Unspecified hyperkinetic sgnome 774,017 1,881 3.27% 0.24%
0-17 399.4Adjustment _dlsorder with  mixeq 774,017 1,829 3.18% 0.24%
disturbance of emotions and conduct
18+
18+ 311—Qgpresswe disorder, not elsewhe 407,729 4.700 14.00% 1.15%
classified
18+ | 295.70Schizoaffective dbrder, unspecified | 407,729 4,167 12.42% 1.02%
18+ | 300.00Anxiety state, unspecified 407,729 4,079 12.15% 1.00%
18+ | 295.30Paranoid  type  schizophrenis 7 759 3,608 10.75% 0.88%
unspecified
296.33Major depressive affective disorde
18+ | recurrent epi®de, severe, without mentiory 407,729 3,401 10.13% 0.83%
of psychotic behavior
18+ | 296.80Bipolar disorder, unspecified 407,729 3,183 9.48% 0.78%
18+ | 298.9Unspecified psychosis 407,729 2,960 8.82% 0.73%
18+ 296.32Major depressive affective disorde 407,729 2726 8.12% 0.67%
recurrent episode, moderate
18+ 295.9op_nspeC|fled schizophrenia 407,729 2,503 7 6% 0.61%
unspecified
296.34Major depressive affective disorde
18+ | recurrent episode, severe, specified as w| 407,729 2,237 6.66% 0.55%
psychotic behavior

Attention Deficit Disorders accounts for more that half of the diagnoses for th&Opopulation in the
outpatient levels of care (55.88%pisruptive, impulseontrol, and conduct disorders account for

17.86% and Mood Disorders account 1®.12%. Approximately 7% of the diagnoses are for

Adjustment DisordersSchizophrenia spectrum and other psychotic disorders account for 39.45% of the
disorders for 18+ members in the outpatient setting. Mood disorders account for 60.54% with 38.91%
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represented by Depressive disorders. As stated previously, the LA CMC monitors Clinical Practice
Guidelines (CPGs) for Schizophrenia, Depressive Disorders, ADHD, and Suicide Risk while conducting
Treatment Record Reviews to ensure compliance with bestrireat practices for these diagnoses.
Diagnostic prevalence was also analyzed by gender and race but there were no notable differences in
the top 10 diagnoses.

Race and Ethnicity

Racial and ethnic diversity within the LA CMC member population is aniotipertant consideration in

an effective managed care initiative. Standards have been established to promote the availability of
behavioral health care practitioners and providers based on the assessed needs and preferences of its
enrollee population. tlis important there be sufficient numbers and types of behavioral health care
practitioners and providers conveniently located to serve the assessed needs and preferences of the
covered population. In other words, the mix of practitioners and provideosilsl be logically related

to the known demographic characteristics of the covered population.

RACE Medicaid Eligible| % OF MDC ELI| SERVEL % OF SERVE

BLACK/AFRICAN AMERICAN 613,037 51.88% 62,677 41.57%
WHITE 449,003 37.99% 57,382 38.05%
UNKNOWN 98,195 8.31% 26,580 17.63%
Unidentified 14 0.00% 2,566 1.70%
AMERICAN INDIAN/ALASKAN NATIVE 4,196 0.36% 520 0.34%
Multi-Racial 3,698 0.31% 439 0.29%
ASIAN 12,683 1.07% 378 0.25%
OTHER SINGLE RACE 216 0.02% 201 0.13%
NATIVE HAWAIIAN / OTHER PACIFIRDER 704 0.06% 48 0.03%
Total 1,181,746 150,791

% OF MDC % OF

ETHNICITY MED_ELIG ELIG SERVEL SERVED

NONHISPANIC OR NON 1,085,144 91.83% 119,755 79.42%

LATINO

UNKNOWN 53,959 4.57% 29,162 19.34%
HISPANIC OR LATINO 42,643 3.61% 1,874 1.24%
Total 1,181,746 150,791

Unknown and unidentified data plays a significant role when analyzing race and ethnicity. Unknown
data accounts for 17.63% of the race data and 19.34% of ethnicity data. It is difficult to determine if
underrepresented populations (@. Black/African American, Hispanic or Latino) are truly
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underrepresented with such large amounts of unknown data skewing the results. Because of this, the

[! /al/ t221& G ydzYoSNI 2F TFLOG2NET AyOf dRSy3
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of the network. Analyses of satisfaction surveys of enrollees who have accessed mental health services

as well as analysis of comment/complaint data and use of translation services are used to measure
these issues. There was member grievances recezd from March 1, 201-February 28, 2014 related
to ethnic/cultural or linguistic issues as perceived and reported by the enrollee.

Provider Network Demographics

A comparable ratio of staff to diversity in the community can positively impact membarst dnly

ONRIRSya (GKS LINPZARSND& dzy RSNEGFYRAYy3a 2F (KS
mistrust or historical trauma experienced by diverse populations.

The following are graphical representations of contracted practitioners &y aad gender (includes self
reported data provided by practitioners).

Providers by Race Providers by Race & Gender
. 0,
Contracted Providers 8005
70% -

18.74 60% -
% 21.96 50% -

N % 40% -
° 30% -
20% -
_ 10% - B Female%
8 African 0% - < O 07 < >
American 5 zZ < 0 = B Male%
59 30J B White/Non < E &t) & %
o -Hispanic a 0w s v
) b T - < zZ
i Other < 3 w >
(%)) s >
< £
<
=z

African Americans comprise over half of the members served; hemvéirican American practitioners
consisted of less than 22% of the practitionekdagellanimplements acomprehensive program to
educate providers on the cultural differences to better ensure services are delivered in a culturally
competent manner. Also it was noted that many of thmembersserved by the LBHP receive services
viafacilities ratherthan practtioners, which is not reflected in the above datais beleved that
including facility roster staff data will improve reporting capabilitiesrteasure the ratio more
accuratelyIn contract year threelMagellan will create fields for racethnicity, gender, and language
preferencewhen collectinglemographic informatiorfior facility roster staff. Magellan will conduct
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provider outreach to ense providers input data. Thiaterventionwill allow Magellarfor more
accurateanalysis othe ratio of staff to diversity in the community

Language Needs

la GKS adliaSQa LRLzZ | GA2y O2yiGAydzSa (G2 3ANRG OH DE:
increase of members whose preferred language may not be Endfiabellan monitors its practitioner

network and tracks the languages spoken in order to meet identified member needs whenever possible.
There are 117,240 people in Louisiana who speak Spanihome. Of those who speak Spanish at

K2YS no> AYRAOIFIGSR (GKSe& aLSH| 9y3tirak fSaa GKIy a
not English may have a difficult time describing their challenges with practitioners. It is essential to have
staffi K &G OFy FO002YY2RIFGS GKS YSYOSNEQ ySSRao

Magellan providers offer 16 language services. Spanish is the second most spoken language used by
members other than English. The Geo Map below represents Spanish language services by LBHP
providers available to mmbers across the state. The dark gray spheres indicate the 60 mile radius of
coverage.

Translation/Interpretation Services

Magellan ensures that members have access to translation or interpretative services at no cost to the
member. Magellan contrastwith Global Interpreting Network for translation services. In 2013 Global
reported 93 appointments for American Sign Language (ASL) interpretation services and 59

appointments for Spanish langge interpretation services.

Geo Mapg Spanish Language &riders

There are 4%roviders at 62 locationsho offer Spanish language servicdhe following picture
shows the geoaccess map for providers offer Spanish language services.

NS
v
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Although not everyone as access to a provider offering Spanish language services, Magellan does offer
Trandation/Interpretation Services to all members. As referenced above, there were only 59 requests
for Spanish translation during contract year two. Mban also tracks member grievances to identify if
there are issues related to language. Magellan did not receive any grievances regarding this in contract
year two.

Satisfaction Survey Results

Quality of care is a key ingredient in managing heallim gosts and keeping members satisfied with

health plan services and outcomes. Member satisfaction surveys remain the most practical way to

assess consumer perceptions of quality and outcome of care. Such surveys are a major component in
themanagedc A Y RdAZAGNBEB Q& RSUGSNNXYAYFGA2Y 2F LISNF2NXI yOS
planning, administration and evaluation of health services. Magellan measures member satisfaction
annually through its Member Satisfaction Survey. The objectives of ttsfasdion survey are to:

w Measure and assess trends in member perceptions of mental health and substance use care and
service delivery as provided by Magellan and members of the participating provider
network;

w Identify the areas most favorably rated, aslixges opportunities for improvement; and

w Gather information on key features using a valid standardized instrument for ongoing
comparison and quality improvement activities. The tool obtainsYite Y 6 S0aRialions
on specific features of care with respéo:

C Access to care

Accuracy and effectiveness of communication between and therapist

Sensitivity to

Confidentiality

Interpersonal care

Outcomes of care

D N N N N
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opinions on overall quality of care. In 2013, the survey sample size consisted of 2,500 adults and 2,500

minor clients who requested treatment betweem01/2013 and 09/30/2013.

C2NJ GKS &aS0O02yR O2y (N} OO &SINE GKS NBaLRyaS NXridasS s
Magellan, how satisfied are you with the help you got to connect with the services you received? 82.4%

of respondents were satisfi which met the goal of 80%. Also, the overall satisfaction was 84.5%.

This was two percentage points higher than contract year 1.
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The questions listed below related to access of service, did not meet the 80% goal:
w Member was able to see a psychiatrighen he/she wanted to. (Q13)
w | was able to get all the services | thought | needed. (Q12)

Although there is a known national shortage of psychiatrists in both the public and private sectors of
healthcare, Magellan has increased the prescribers by 2@&b Karch 1, 2012 to February 28, 2014.
The LA CMC is actively recruiting physician extenders to continue to expand the network of providers
with prescribing privileges. Magellan will continue to monitor network adequacy for this provider type
on an ongoig basis.

The demographic breakdown of respondents included for Louisiana Adults: 46.3% Caucasian, 47.1%
African American, 0.4% Asian, 0% Native Hawaiian/other Pacific Islander, 3.3% American Indian or
Alaskan Native, 2.9% Other, 94.9% Ntigpanic, ad 5.1% Hispanic.

Adult Experienc of Care Survey:
Race

& Caucasian

& Black or African
American

M Asian

& American Indian
or Alaskan Native

& Other

Adult Experience of Care Survey:
Ethnicity

5.10%

B Non-Hispanic

M Hispanic

Louisiana Minor respondent demographics consisted of 46.4% Caucasian, 50.7% African American, 0%
Asian, 0% Native Hawaiian/other Pacific Islander, 1.8% American Indian or Alaskan Native, 1.1% Other,

94.3% NorHispanic, ad 5.7% Hispanic.

Adult Experience of Care Survey:
Race

1.10%

& Caucasian

& Black or African
American

& American Indian
or Alaskan Native

& Other

Adult Experience of Care Survey:
Ethnicity

5.70%

H Non-Hispanic

H Hispanic
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The Louisiana population served by the LA CMC represents a diverse culture and Magellan has
implemented services to address the language needs of minority members served, include staff access
to translation services for mengos who require translation for other languages. Magellan has also
implemented a Cultural Diversity Toolkit to support both staff and providers in working with members.
Cultural competency training is also included as part of the orientation and trginawided by the

CMC to its staff and provider networks. Opportunities for improvement identified as part of the
Member Satisfaction Survey are noted and tracked using the satisfaction survey action plan which is
developed based on the annual survey resullore information regarding satisfaction surveys is found

in SectionXX Satisfaction Surveys and Grievances

Cultural Competency Program

Magellan is committed to a strong cultural diversity program. Magellan recognizes the diversity and

specific cultwal needs of its members and has developed a comprehensive program that addresses

these needs in an effective and respectful manner. The Magellan method for provision of care is

O2YLI GAGES HAGK GKS YSYOSNREQ Odz édzadgudgesk Sspectddd o6 St A
this philosophy and approach are embedded throughout the Magellan Cultural Diversity Program. The
analysis of race and ethnicity presented above provides a guiding framework for tailoring a cultural
competency program for the S®of Louisiana.

Guiding Principles for the Magellan Cultural Competency Program include:

1 Acknowledging and respecting variance in behaviors, beliefs and values that influence mental
health and incorporating those variables into assessment and treatment.

1 Emphasizing membearentered care in the treatment and discharge processes.

1 Incorporating natural supports such as family involvement and traditional healing practices
when appropriate.

1 Encouraging active participation of the member and family in treatmincorporating
adequate opportunities for feedback from members regarding policies and procedures.

1 Developing an adequate provider network so that services are geographically, psychologically,
and culturally accessible to consumers and families.

1 Develping a comprehensive program to promote cultural sensitivity and competence.

1 Promoting the integration of primary care, mental health care, and substance abuse services.

Magellan maintains a strong focus on continuous quality improvement. Each CM@ntepiamanager

or supervisor is accountable for the success of the program through integration of the principles of
cultural competency in all aspects of organizational planning and working to assure cultural competence
at each level within the system. @iEMC coordinates input from a variety of stakeholders, including
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administrative staff, front line employees, consumers and community organizations for the
development and operation of the Cultural Competency Prograthpolicies and procedures related
to cultural competency, related program correspondence and quality improvement documents
including this program evaluationare subject to regular review through the Quality Improvement
Program and structuresThe QI Program includes indicators to assequal delivery for all services
described in the program description. Indicators include, but are not limited to:

1 Grievancesand compliments, including monitoring gfievancedor issues that are potentially

related to culturally insensitive practices.
A There wereno grievanceselated to cultral issues in contract year two

1 Network access and availability measures including availability of individual practitioners,
2NBIFYATFGA2YFE LINPGARSNAI | YR LINROJARSMIEe s K2 &K
that are within a reasonable distance and timeframe.

9 Satisfaction surveydata rlated to cultural competency.Contract year one and two
comparisons provided below:

CY2: Mar | CY 1: Mar| Change
Population Element 2013 Feb 2012Feb | 6 mZ @
2014 2013 =)
Adult Staff members were sensitive to my cultural 85.8% 82.4% 1)
Survey background (race, religion, language, customs, etc|
(n=278) My cultural preferences and race/ethic background 72.3% 69.6% 13)
were included in planning services | received.
Minor Staff members were sensitive to my cultural 89.0% 87.2% 1)
Survey background (race, religion, language, customs, etc|
(n=278) My cultural preferences and race/ethic background 72.5% 74.6% @
were included in planning services | received.

Magellan has dedicated one full time equivalent to cultural competency.RElee and Equity

' RYAYAAGNI G2NRAa YIAY NRES A& G2 LINRBY2GS Odz G dzNT €
through cultural competency trainings to afford providers a@® Y Y dzy A @ Q& 2 LJLJ2 NJi dzy A G A S
strengthening cultural awareness skills in delivering culturally appropriate sernRaee and Equity

Committee (REC) reviews and analyzes program data to evaluate racial and ethnic disparities in

utilization patterns, outomes, satisfaction, and provider cultural competency and oversees the cultural
competency work plan and reports to the Quality Improvement Committee (Bi@)example,

satisfaction data indicated that there were opportunities for improvement relategeiceived

satisfaction related taultural preferences and race/ethic background being included in planning

services received Magellan responded in®L3 by facilitating Regional Provider Cultural Competency
trainings for Magellan contracted providersfour different regions of the statas well as with

community coalitions. Post training evaluations received from participaftise four Regional Provider
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Cultural Competency trainings were positive with an average score of 4.91 out of a possipadies
that received Magellan facilitated cultural competency trainings in 2013 were:

Department of Health & Hospital, Office of Behavioral Health

Alexandria Office of Juvenile Justice

Louisiana Rehabilitation Service

National Association for Mental 183s(NAMI) Louisiana Statewide Conference

= =4 -4

Magellan will continue to promote cultural competency across its service areas. The goals of the
Magellan Cultural Competency Program for the third contract year include:

1 Increase education in the importance afltural impact/influence on life experience.

9 Participation in conferences, seminars, forums, committees etc., which address cultural
competency topics and reducing health disparities.

1 Development, production, and delivery of Cultural Competency Trarmgclude CLAS
Standards.

1 Pursue partnership efforts with external agencies to ensure collaboration with diverse programs
and initiatives in order to enhance services.

T /2€f1 02N 0GS 6AGK al 3SttlyQa vdzZ £ Ade& ihgdmdNRE GSYSy
reporting regarding cultural competentiyrough the addition of the following cultural
competency elements on the treatment record review tool:

o Evidence of treatment being provided in a culturally competent manner
o Cultural, language, religious, ial; ethnic, and sexual issues were assessed.

1 Host quarterly Cultural Competency meetings with contracted providers to discuss needs and
emerging trends related to CC in Louisiana.

1 Collaborate with marketing efforts to ensure the development and dissenonatf culturally
sensitive healthcare promotional material.

1 Generation of recommendations based on data and reports received from all areas to the Race
and Equity Committee for the appropriate implementation of CLAS.

1 Identify methods to monitor internalampliance of CLAS Standards and make
recommendations.

Il. Accessibility and Availability of Services
Accessibility and availability of services is evaluated through several avenues, including telephone

responsiveness standards, appointment access stadg] and ge@ccess and density standards. This
section describes each of the metrics in greater detail.
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A. Telephonic Accessibility

Telephonic accessibility is monitored on a daily basis to identify staffing needs and ensure members
have adequate acss to customer service representatives. In addition, results are reviewed quarterly in
the Member Services Committee to identify any trends that need to be addressed.

The following table presents the call volume, ASA (Average Speed Answer), and abamdanes

from March 1, 2013 to February 28, 2018he goal for abandoned calls is 3%ewer, and the goal for
ASA is 30 seconds or less. Over the year, 99,578 calls were answered wibcdid ASA and a 2.57%
abandonment rate, meeting contractual jermance guarantee goals for telephonic responsiveness.
There was a slight increase in the abandonment rate and A&#iract year two however, all goals
were met. The increase is attributed to better management of resources to support other aspects
the CMC while still maintaining telephone responsiveness standards.

Telephone responsiveness Contract contract
P P Year 1 Year 2
Numerator (hnumber of abandoned inbound calls) 1,703 2,637
Denominator (Total number of inbound calls) 124,976 102,600
Cdl Abandonment Rate
1.39% 2.57%
(Goal: 3%) ° °
A i :
verage Speed to Answer (ASA) in seconds (Goal: 3( 74 16.58
seconds)

B. Appointment Access

Magellan categorizes appointments as routine, urgent, and emergent. Please refer to Section V (Quality
Improvement Ativities and Performance Improvement Projects) for full report on this metric.

C. GeoAccess & Density Accessibility

Magellan maintains a behavioral health services provider network consisting of psychiatrists,
psychologists, social workers, licensed pesional counselors and other service providers.
Members have access to qualified providers who have experience with multiple special
populations, including children and adolescents, persons with disabilities, the elderly, and cultural
or linguistic minoities. Efforts are made to recruit, retain and develop a diverse provider network.
Recruitment may include the assistance of local member advocacy and other cominasdéy

groups Please se&ection VY Quality Improvement Activities and Performance Immpvement
Projectsfor detailed interventiongmplemented for Improvinglember Access to Emergent,

Urgent, and Routine Appointments Performance Improvemiemtect.
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Magellan has established processes that address network definition and recruitment. Work
groups review the network geographic access and appointment availability data, the results of
member satisfaction surveys, and member/family complaints to identify gaps in the type, density,

FYR t20FGA2Y 2F 0SKI @A 2 NI kKeé viotk BroupNge @dnO&ENE Ay al
gaps in services and other culture specific provider service needs. When gaps are identified, the
Network Services Department develops a provider recruitment plan and monitors its effectiveness
in filling the gaps. Thisatk group reports to the Network Strategy Committee that reports to the
Quality Improvement Committee if opportunities for improvement are identified.
The NSC monitors geographic acce$s ensure that contracted practitioners and facilities are
avaihble in the communities in which members reside. Magellan evaluates access using a
standard of a 3énile radius for members living in urban or suburban areas and 60 miles for those
living in rural areasThe average compliance rate for all provider tyfgse chart below) is 87.9%.
Although all provider types do not meet the 100% compliance threshold, this data highlight
opportunities for improvement that Magellan has prioritized as most important for the state.
During contract year two, the committeeddtified gaps in out of home placements and the crisis
continuum. Magellan is currently workiogllaborativelywith OBH to reduce licensing barriers
for providers as well a® expandeligibility for crisis and peer support services to the Adult
Medicad population. This expansion will allow providers to have a larger membership base in
order build sustainable business models. Magellan has also targeted national providers with
currently providing some LOC to s to increase out of home placements,imglRdychiatric
Residential Treatment FacilitfherapeuticdGroup HomeTherapeutid-oster Care, Crisis
Stabilization, and Sheterm Respite Level of Car®etails regarding network development of
CSoC providers are discussed in further detéldationXVIlIBehavioral Catinuum (System
Transformation)

Access Ayerage Members | Members
ltem Member Group Standard: glstance with' with'out Total Compliance

One : Desired | Desired | Members | Rate (%)

Provider in Prgwder Access Access

(miles)

Outpatient Urban/Siburban - 30 miles 35 419,804 | 13,629 433,433 | 96.9%
Outpatient Rural - 60 miles 13.7 795,599 | 15,495 811,094 | 98.1%
Inpatient Urban/Suburban | - 30 miles 7.6 370,896 | 62,537 433,433 | 85.6%
Inpatient Rural - 60 miles 21.7 707,053 | 104,041 | 811,094 | 87.2%
Non Prescribers | Urban/Suburban | - 30 miles 2.0 433,433 | - 433,433 | 100.0%
Non Prescribers | Rural - 60 miles 11.2 810,707 | 387 811,094 | 100.0%
Prescribers Prescribers: - 30 miles 1.3 433,433 | - 433,433 | 100.0%
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Urban/Suburban
Prescribers Prescribers: Rural | - 60 miles 75 810,605 | 489 811,094 | 99.9%
Mental Health .
Rehab Urban/Suburban | - 30 miles 5.0 416,146 | 17,287 433,433 | 96.0%
Mental Health .

Rural - 60 miles 18.2 773,831 | 37,263 811,094 | 95.4%
Rehab
CSsocC Urban/Suburban | - 30 miles 9.7 310,854 | 83,561 433,433 | 71.7%
CSsocC Rural - 60 miles 19.9 406,105 | 169,733 | 811,094 | 50.1%
Residential Urban/Suburban - 30 miles 16.3 333,240 | 100,196 | 433,433 | 76.9%
Residential Rural - 60 miles 39.7 610,067 | 201,027 | 811,094 | 75.2%

Although continued development is needed, Magelas made signifant progress since
implementation. There has beer825.22%6 increase in providers from March 1, 2012 to February 28,
2014 as seen in the following chart.

Overall Network Development since Implementation in March 2012

Facilities Total
Staff Group Staff Practitioners
(Not Included (Not Included | Independent | (All Classes)
Date Facilities in Total) Groups in Total) Practitioner | Unduplicated
3/1/2012 143 358 87 141 164 571
4/1/2012 143 359 87 141 163 573
5/1/2012 180 406 99 166 181 649
6/1/2012 206 614 105 192 218 898
7/1/2012 234 688 119 210 238 999
8/1/2012 285 808 131 227 258 1,141
9/1/2012 440 990 141 248 276 1,353
10/1/2012 501 1,116 145 259 282 1,487
11/1/2012 480 1,038 151 275 291 1,423
12/1/2012 533 1,188 159 291 301 1,605
1/1/2013 564 1,236 179 318 308 1,680
2/1/2013 580 1,258 184 340 323 1,730
3/1/2013 587 1,274 184 351 328 1,762
4/1/2013 610 1,302 191 373 333 1,813
5/1/2013 624 1,335 202 383 349 1,866
6/1/2013 636 1,356 209 395 350 1,898
7/1/2013 661 1,434 211 397 357 1,989
8/1/2013 671 1,585 212 408 366 2,151
9/1/2013 680 1,585 213 408 366 2,186
10/1/2013 687 1,645 220 426 371 2,236
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11/1/2013 703 1,668 228 443 383 2,280
12/1/2013 705 1,721 236 450 392 2,357
1/1/2014 705 1,691 236 443 398 2,326
2/1/2014 720 1,725 246 475 405 2,376
3/1/2014 708 1,768 252 483 412 2,428

The following highlights some of the accomplishments in the network development:

1 The number of psychiatric beds has seen a 122% increase in bed capacity since implementation.
1 EightTherapeutic ®@up Home (TGH)eds have been added in tiBaton Rougarea with an
additional 8bedsto be added in Alexandria.
1 At present, there are 16 TGH beds licensed in the state. Recruitment efforts continue with
existing providers.
1 Network forCoordinated Systemf Care (CSoGgrviceshas grown by 26% since the beginning
of the partnership. The remaining four regions are scheduled for implementatid®14.
1 There has been a 27% increaséhi@ number oftotal prescribers and 27.8% increasdtie
number ofpsydiatrists since implementation (see chart below).

Growth of Prescribers since Implementation in March 2012

Medical L Grand

Month APRN B Psychiatrist Total
20130101 39 10 284 333
20130201 41 10 299 350
20130301 42 11 295 348
20130401 43 12 305 360
20130501 42 12 315 369
20130601 43 12 311 366
20130701 43 12 321 376
20130801 42 12 342 396
20130901 45 12 336 393
20131001 45 13 344 402
20131101 47 14 356 417
20131201 48 14 356 418
20140101 49 14 355 418
20140201 49 14 361 424
20140301 49 14 360 423
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Magellan continues to actively monitor member accessibility through many aveRuegider surveys

and email blasts are used as means of obtaining information regarding next available urgent and
routine appointment openings. In additiada obtaining provide appointment access data, these
mechanisms offethe further benefit of reinforcing access standards with providers. Magellan also has
implemented internal tracking for staff to document if appointments are not available or there are
unmet needs identified through a providgueue. Each reportethcidentis individually addressed
through the appropriate Provider Relations Liaisdrhe data aralso aggregated and monitored to
determine if there are regional or provider trends. hetthird contract year, the Magellan national QI
department will also be implementing a member survey about provider accessibility that will enhance
ability to analgeaccess to carstandards

The retwork departmentalso works closely witthe clinicaldepartment to ensure the clinical team has

a thorough understanding of access types, access standards and appropriate documentation for
tracking and trending. Additionally, ooremberservices department educates our members on access
standards via custoer service calls and reinforces with the member that Magellan is available to assist.

V. Quality Work Plan Evaluation: Enterprise / Customer Performance Measures

TheMagellan Health Services Louisiana G@lityClinicalWork Plan folLouisiana Bedwioral Health
Partnershipsetsforth all the performance measureand activitiedor services managed by the

Louisiana CM@n addition, it outlines and describes the specific atiéigito be conducted during the

yearto promote the quality process thr@hout the organization and support the objectives of the

Quality Program.Some key performance measures are discussed in this section, including Performance
Guarantees and Interdepartmental Monitoring Team Measures.

A. Performance Guarantees
Performance Garantees are performance measures that are subjedirtancialpenalties if the goals

are not achieved. The LA CMC mePealformance Guarantee®f the second contract year as outlined
in the below chart.

Performance Guarantees 2013/2014 Met / Not- Actions to Address

Goal Met (Year to

Date)

Claims administration
Financial payment (dollar) accura@y% of 97% 99.47% Continue to Monitor
audited claim dollars paid accurately
Claims Accuracy 98% 99.77% Continue to Monitor
TATC 95% of clean claimsa to all providers | 95% 97.11% Continue to Monitor

within 30 days
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TATC 99% of all provider claims paid within 4| 99% 99.54%** Continue to Monitor

days

Telephone responsiveness

Call Abandonment RateMember/ Provider >3% 2.57% Continue to Monitor

Services Line(s) 5% percent oslésr Year 1

and less than 3% for year 2

Average Speed to Answer (ASA) 30seconds 16.58 Continue to Monitor

Member/Provider Services Line(s) all calls seconds

(pooled) answered within an average of 30

seconds

Clinical

Ambulatory follow up within7 days of 28% 28.75% Although this metric met the

discharge from 24our facility internal goal, the LA CMC has a
long term goal of meeting the
HEDIS goal of 46%. A formal
Performancdmprovement
Projecthas been implemented to
advance improvement.

Ambulatory follow up within 30 days of 48% 48.66% Although this metric met the

discharge from 24our facility internal goal, the LA CMC has a
long term goal of meeting the
HEDIS goal of 65%. A formal Q
has been implemented to
advance improvement.

Readmission Rate15% or less of Members | <12% 8.78% Continue to Monitor

readmitted within 30 days to same acute leve

of care for Year 1; less than 12 percent of

Members readmitted within 30 days to same

acute level of care in Year 2

Percent of adult high service users (two or | 15% 25.74% Continue to Monitor

more IP admissions or four ER visits in a yed

enrolled in an assertive community treatment

program or psychosocial rehab. Source:

Schizophrenia PORT, 1998, McEwan & Gold

2002; APA, 1999.(Year to Date)

Satisfaction

Annual Member Satisfaction Survey: 83% 84.50% Although goal was met, an Actio
Plan implemented for measures
below 80% in an effort for CQI

Annual Provider Satisfaction Survey: 80% 87.60% Although goal was met,reAction

Plan implemented for measures
below 80% in an effort for CQI
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B. Interdepartmental Monitoring Team (IMT) Performance Measures

The OBHhas establishe@n Inter-Departmental Monitoring Team (IMT), comprised of separate Youth
and Adult committees, fothe purpose of:

1 Developing, overseeing and monitoring the LBHP quality assurance/quality improvement
initiatives and activities;

1 Ensuring compliance with the 1915(b) waiver, 1915(c) waiver, and 1915(i) State Plan
Amendment requirements by collecting andanalyzing data and information on all
delineated performance measures;

1 Ensuring compliance with the SMO contract by collecting, reviewing and analyzing data and
information for assigned deliverables and performance guarantees;

1 Providing oversight and madoring of corrective action plans (CAPS);

Providing guidance, oversight and monitoring of performance improvement projects; and

1 Implementing the Qality Improvement Strategy (9.

=

EachIMT committeemeets monthly ands composed of staff from OBEHH Breau of Health Services
FinancingNledicaid, Magellan,as well aonsumer representativedn addition, theYouth committee
includes membership from LBHP partnering state agencies including the Department of Children and
Family Services (DCFS), Departtd Education (DOE) and the Office of Juvenile Justice (DJ&)IMT
reviews 119 performance measures that are reported on either a monthly, quarterly;aseraal or
annual basis. The performance measures look at metngisassess Access, Adminggive
ComplianceSurvey Data, Eligibility, Enrollee Rights, Grievance, Outcomes, Quality, Reporting,
Treatment Planning and UtilizatioT.he performance measur@se monitoredby the IMTto ensure
upward trends and improvemestare seen Fifty of the netrics have strict 100% compliance standards
in order to meet federal regulations. Of those, &% currently meeing the 100% compliance standard.
The metrics that are inomplianceare related to the 1915(c) and 1915(b3) waivers that fund the
Coordinaed Systems of Care program for children with Severe and Persistent Mental lllness (SPMI).
the metrics that do not meet compliance, most are related to the 1915(i) State Plan Amentiméent
funds Home and Community Based Services for the adult popnlafihe measures that areurrently

not meeting compliance are related to Access, Enrollee Rights, Reporting, and Treatment Planning.
Magellan isurrentlyimplementing an Independent Assessment/Commuhiggsed Care Management
action plan to improve comifiance with these metrics This includes the implementation of
standardized forms that will allow providers to consistently document required elements related to
Enrollee Rights and ReportinBlease se&ection XVIII Behavioral Continuum (System
Transfamation) for full details on the action planThe following charts represent interventions
implemented to improveompliancerelated to Treatment Planning, Access, and Grievanktgyellan
will work collaborativelywith the IMT to monitor effectivenessf interventions throughout the third
contract year.
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Treatment Planning Interventions:

Category

Intervention

Responsible Party

Start and
End Date

Reviews

Treatment Record

Magellan's Quality Improvement Department's (Ql) Clinical Reviewers
conduct treatment record reviews (TRRs) to ensure that documentation
and record keeping standards are in compliance with federal, state, and
Magellan quality standards for treatment planning.

QI Clinical Reviewers

March 2012
ongoing

Magellan standards require indiilualized treatment plans to be develope
and does not allow authorization forms to be used as a treatment plan.
Magellan Clinical Reviewers received training that any provider using

authorization forms as treatment plans should be scored not in comgia

QI Clinical Reviewers

Completed
July 2014

A random selection of providers is selected monthly from all level of cal
to be reviewed or providers are chosen as a result of quality of care
concerns reported. At a minimum 10 records are reviewedppevider
utilizing Magellan's Treatment Record Review Auditing Tool. Providers|
serve the 1915(i) State Plan Amendment and the 1915(c)(b3) populatid
are simultaneously audited using the Waiver Auditing Tool that monitor:
federal waiver performance easures. High volume providers (i.e., thos
serving 50 or more members) are reviewed at a minimum once every tl
years.

QI Clinical Reviewers

March 2012
ongoing

If a provider does not meet minimum standards (i.e., under 80% for the|
Magellan TRR tdpunder 100% for the Waiver Audit Tool), the provider |
be required to submit a corrective action plan explaining how they will
address deficiencies. Providers that score under 70% on the TRR Too
be re-audited within 180 days to ensure that dgéncies have been
addressed. Providers that continue to not meet minimum standards wil
referred to Magellan's Regional Network Credentialing Committee and
provider's status in the network could be affected.

QI Clinical Reviewers

March 2012
ongang

TRR and Waiver Performance Measure data are reviewed quarterly by
Magellan's Quality Improvement Committee (QIC) and the Department
Health and Hospital's Interdepartmental Monitoring Team to determine
systemic opportunities for improvement aigentified. If so, Magellan will
utilize the DMAIC (Define Measure Analysis Improve Control) model to
conduct barrier analysis and develop interventions. Data is reviewed
quarterly to determine effectiveness of interventions and determine nex|
steps.

QI Clinical Reviewers

March 2012
ongoing

Provider Trainings

Provided resource documents on the Magellan of Louisiana website
outlining best practices and tips for writing treatment plans. Resources
offer providers guidelines on best practices in writirgatment plans and
provide education of treatment plan writing techniques (e.g., SMART).
These resources have been promoted during provider trainings as well
during onsite treatment record reviews. Resources can be located at:
http://magellanoflouisiana.com/f@rovidersla-en/qualityimprovement

andoutcomes.aspx

QM Administrator

March 2014
ongoing

Conducted educational training on developmentrefatment plan during
the monthly provider call. Providers were given direct guidance that
authorizations forms would not meet federal, state, and Magellan
standards and would be scored not in compliance during audits.

QM Administrator

Completed
August 204
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Independent
Assessment/

Community Based
Care Management|

(IA/CBCM)

Implemented a four phased rollout of a new Independent Assessment/
Community Based Care Management (IA/CBCM) Plan of Care procedd
that replaced the old authorization process for memdbetigible for the
1915(i) State Plan Amendment. The 1915(i) State Plan Amendment
provides expanded home and community based services as determine
clinical and financial eligibility (e.g., adult members with Severe and
Persistent Mental lliness). &hndependent Assessor/ CommunBgased
Care Manager serves as the independent corfite LMHP who will:

1  Assess member eligibility and needs;
1 Develop a plan of care (POC) that addresses needs identifie(
the assessment; and
1  Coordinate the overall defery of home and community based
services to the member.
The new process brings Magellan into compliance with federal and stat
waiver performance measures that were validated by IPRO during this
review. The POC is a service plan that will be used tonrifee treating
K2YS IyR O2YYdzyAde ol &aSR LINEJARY

Adult Systems
Administrator

June 2014
October
2014

A random selection of high volume providers is chosen quarterly for rev
in the process outlined in the TRR intervention. A sarmp&5 members
is reviewed annually in an onsite provider review. Providers who do no
meet 100% compliance with waiver performance measures are require
submit a CAP.

QI Manager

August 2013

Waiver Performance Measure data are reviewed quarterlivibgellan's
Quality Improvement Committee (QIC) and the Department of Health a
Hospital's Interdepartmental Monitoring Team to determine if systemic
opportunities for improvement are identified. If so, Magellan, in
collaboration with the IMT Committesyill utilize the DMAIC (Define
Measure Analysis Improve Control) model to conduct barrier analysis a|
develop interventions. Data is reviewed quarterly to determine
effectiveness of interventions and determine next steps.

QI Manager

August 2013

Magellan implemented quarterly internal quality audits of paperwork

submitted at time of 1915(i) eligibility evaluation. Magellan will monitor
compliance with treatment planning/Plan of Care elements. Magellan v
provide feedback to IA/CBCMs when compliarscedt detected and
request a written response on how they will correct deficiencies.

QI Manager

October
2014

Access to Car6lobal Initiatives

Category

Interventions

Responsible Party

Intervention
Timeframe

Grievance

Monitor member grievances or pralér complaints as they are received.
Each grievance/complaiig acknowledged and addressed individually.
Magellan tracks and trends to identiff multiple grievances aubmitted
for a provider orregiona I 3St t I yQa y S gemfata®S
determine if network developmeris needed to irprove access for an
area/regionkervice type or if a specifiroviderrequires a corrective actio
plan toensurecompliance with access standards.

QI and Network

March 2012
and ongoing
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Internal training of Magellan staff on identifying member dissatisfaction
(grievances)including those related to accessd reporting grievances in
the CART tracking system. @®mrievances increase to a level deemed
appropriate to the CMC, an initiagwvill be formed to decrease the level
of grievances.

Grievance Coordinator|

July 2013

Contact providers and discuss appointment access standards when Grievance July 2013 and
member grievance regarding access to care is received CoordinatofNetwork ongang
Provider Educate providers thiegh network contacts, provideo€usgroups and Network/Member June 2013
member service contacts to ensure the providers understand and are g Service/Clinicalt&ff and ongoing
to meet the contractual expectatiorfer appointment standards.
E-mail blast reminding all providers of the contractual obligation to acce Network Administrator| November
standards and educating them on keeping their practice information 2013
updated via the provider website
Initiated quarterly survey of a sample of providers to monitor availability| Member Service June 2013
emergent, urgent, & routine appointments. This survey will be SupervisaofQl and ongoing
administered by the Member Service Regentatives who will call on Manager
behalf of Magellan using a planned script to inquire relgag availability of
appointments related to access typgésurvey finds provider does not
meet established access standards, a follgwietter is sent to provider
discussing expectations and requesting planned actions to comply with
appointment accessandards
Networkconducted asurvey to providers (neinpatient) requesting Network Administrator| December
information about their specialties and availability; thetwork 2013
department updatecprovider records and provider sech to ensure
accurate provider availability is documented.
Member Member Sevices Representatives will assist members that contact Member Service June 2013
Magellan seeking assistance in obtainapgpointment outpatient support | Staff/Care Manager and ongoing

specialist@and/or care managers will assist member in secure appointm
within established timeframes depending on need (e.g., emergent, urgq
routine).

Educate members on access standards via member seaalts; as part of
discussion, reinforce with member that Magellan is available to assist g
member should call back if unable to obtain timely appointment.

Member Service
Staff/Supervisor

July 2013 and
ongoing

Access to Care

Level of Care Specific

Level of Care

Interventions

Responsible Party

Estimated
End Date

Crisis Stabilization
(Adults)

1 Recruitment efforts included educating interested providers on the
Facility Needs Review and licensing requirements to increase
awareness of needs and understamgl

1 Magellan currently partnered with several providers to develop Cri
Stabilization units for children and adults for Q1 2015.

Network
Administrator

Q12015

ShortTerm
Respite (CSoC)

1 There are 11 providers in the active CSOC Regions. A prigvider
engaged in discussion to join the network for CSoC Regions 2 by
2015 and another provider anticipated to open in region 7 by the €|
of Q4 2014.

1 There are 3 providers are already available in the new CSoC Regi
Based on enroliment, the goalts have 1 provider in each new
region with an option to expand based on number of enrolled
children.

Network
Administrator

Q12015

Crisis Stabilization
(CSoC)

1  Magellan is partnering with OBH to propose licensing changes tha
will decrease barrierfor new providers to join the network. Based o

the outcome of the proposal, 10 new providers would be immediat]

Network
Administrator

Q12015
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added to this level of care in the network. Final analysis expected
Q4 2014.

1  Partnering with several providers to develop Crisis Staitin units
for children and adults for Q1 2015.

TGH 1  Actively engaged with a provider that is anticipated to open an 8 b{ Network Q42014
facility in Alexandria by Q4 2014. Administrator

1  Working closely with a large provider to develop a financiadiple
Y2RSt F2NJ FRRAy3I ASOSNIt ¢-buta
homes clustered in regions. This provider would meet the current
need of 155 beds identified DCFS and OJJ.

*Quarters represent calendar year quers.

Grievances
Start and
Cat Int ti R ible Part
ategory ntervention esponsible Party End Date
Grievance Implemented CART (Complaints and Resolution Tracking) system that| QM Administrator Completed
Reporting provides a standardized mechanism to enter and track complaints and October
grievances for all Madjan staff. 2012
Implemented internal trainings teeiterate waiver timeliness standards (14 QM Administrator Completed
day resolution timeframe). Established internal monitoringdinevances June2014
for waiver members to ensure timeliness is met.
V. Quality Improvement Activities and Performance Improvement Projects

The QI department monitors critical performance measures on an ongoing basis to determine if
opportunities for improvement are identifiedThe LA CMC also works with contract monitors to

determine if statewide improvements are neede@he Louisiana CM&nducted3 main Performance
LYLINROSYSYyG tNBr2SOGa o6tLtQav Rd2NAy3I (GKS asSoO2yR
framework ly identifying metricandbarriers and implementing solutions. Statistical analysis ukimg

Six Sigma analyz#®e number of defects in a procesempared to baseline results to shatatistical
improvement. The sigma levels range from O to 6 withiangease showing statistical improvement.

The3 formal PIP$or year 2 were:Improve Member Access to Emergent, Urgent, and Routine
Appointments Improve the Number of CSoC Treatment Plans (Plans of Care) with Service Authorization
at First Reviewand Improwve the Rate of Ambulatory Followp After Hospitalization for Mental Iliness.

A. Improve Member Access to Emergent, Urgent, and Routine Appointments

As part of the implementation of managed care, the Louisiana Behavioral Health Partnership idlentifie
access to care as a priority for formal performance monitoring and improvement as part of the contract
requirements for the first year. This topic was described in the Louisiana Request for Proposal (RFP).

It is important for members to be able to axs care within appropriate timeframes once a need is
recognized and based on the urgency of the issue. Avoiding delays in care is essential to prevent further
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members are able to promptly access behavioral healthcare services based on the presenting issue.

Timely access to care impacts satisfaction and potentially clinical outcomes; therefore, it is important

for the Louisiana Care Management Center (LA GM@pnitor the promptness with which members

are able to access emergent, urgent, and routine services.

The aim of the Improve Member Access to Emergent, Urgent, and Routine AppointRezfaemance
Improvement Plan (Appointment Access PIP) is to ensi@mbers receive access to services based on
their needs and to improve member access to emergent, urgent, and routine appointments when
deficiencies are identified. Based on Magellan national standards, the following performance
appointment access goalsene established and approved by the Quality Improvement Committee
(QIC).

1 Emergent; 95%

1 Urgentg 95%

T Routinec 70%

al3Sttly gAff |faz2 Y2 yhailagpbidtnes deSNBEdohidSmMbBSLIGAZ2Y 2 F
grievancesprovider complaintsind satisfactiorsurvey data to ensure a comprehensive picture of
appointment access is evaluated.

¢KS F2tf2Aay3a RSGIAfA (KS LINE a&dis andnextStép& 2 R2€ 238 3

Methodology

1. Performance Indicators

The appointment access standarmeistablished for Medicaid members in the State of Louisiana are:
1 Emergent; 1 hour
1 Urgentg 48 hours/2 calendar days
1 Routineg 14 calendar days

al3Sttly S@IfdzZ 6§SR YdzZ GALX S YSI adz2NBa G2 Y2yAG2NI Y
perception of their appintment access.
Five measures were identified as meaningful for the Appointment Access PIP:

1. Time from request for service to authorization of service (N = Total member population
classified as urgent, emergent, or routine)

2. Time from request for servid® member accessing service (N = Total member population
classified as urgent, emergent, or routine )
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3. Member satisfaction with access to caydinors (N = Total youth member population
ages 21 and under)

4. Member satisfaction with access to cayddults (N= Total adult member population ages
22 and older)

5. Member grievanceand provider complaintsegarding access to care (N = Total members
or providers who reported a grievance related to access)

Baseline results of each of these access measures are peedasiow.
Measurement #1:Percent of members who are authorized for service within required timeframes

(defined as the time a member or provider requests service authorization to the time an organizational
determination is made). Quarterly results (¢@ct year quarters) are shown below.

Date | Num | Denom | Emergent| Num | Denom | Urgent | Num | Denom| Routine
Q1* | 3381 | 4394 76.95% | 2951 | 2959 99.73%)| 41135( 41157 | 99.95%
Q2 | 2314 2326 99.48% | 2987 | 2993 99.80%| 18325( 18337 | 99.93%
Q3 | 2612| 2633 99.20% | 3377 | 3382 99.85%] 20540 20553 | 99.94%
Q4 | 4702|4720 99.61% | 3329 3331 99.94%| 18906 ( 18918 | 99.94%

* Q1 has 4 months due to startup in middle of quarter.

FindingsWith the exception of Q1 emergent access, all other quarters exceeded the established
decision determinationimeliness standard of 95% or above. Q1 emergent data was affected from
barriers related to the implementation of the contract. Due to high compliance rates, this measure was
not identified as an opportunity for improvement and was not addressed in the PIP.

Measurement #2¢ The percent of members attending an appointment within time standards defined
as date of request for service and date of first claim post request for service.

Annual (3/1/12¢ 2/28/13) appointment access results provided in the taliddow are based on claims
data with run out through May 2013.

Access Type Performance Goal Num | Denom | 3/1/2012 ¢ 2/28/3013 Sigma
Level
Emergent | 95%<1 hour 1,920 | 2,053 93.5% 3.02
Urgent 95%<48hours/2 calendar days| 16,175 | 22,718 71.2% 2.06
Routine 70%< 14 calendar days 45,896 | 61,441 74.7% 2.17

Findings:EEmergent appointment access measured 1.5 percentage points below the established goal of
95%. When evaluating emergent access standards, it is important to note that Magellan identified
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requests fo authorizations for emergent appointment access generally take place when members are

f NEFRe& Ay | aSOd2NB SY@ANRYYSyYyid o0So3adsr |y SYSNHSY
not in one of these locations, the delay in access is most likeltegeto getting the member from the

current location to a safe environment. The rural landscape of the state is a barrier to accessing care

within the established onéour goal.

The urgent appointment access result (i.e., date of request to date witedris23.8 percentage points
lower than established goal. Barriers affecting appointment access are discussed in further detail in the
barrier analysis section.

The routine appointment access measure exceeds the threshold goal and is 4.7 percerimdge po

above the established goal of 70%. Routine access was not identified as an opportunity for
improvement.

Measure #3¢ 2013 Member satisfaction with access to cgmglinors

Question Number | % Positive
Responde
Q08 |staff was willing to see my tthias often as | felt was 262 87.0%
necessary.
Q09 |staff returned our call(s) in 24 hours. 266 83.0%
Q10 [Services were available at times that were good for us. 264 84.0%
Q11 [The time my child waited between appointments was 265 81.5%
acceptable.
Q12 My family got as much help as we needed for my child. 270 81.1%
Q13 My child was able to see a psychiatrist when he/she wary 251 72.9%
to.

Findings:The youth survey was comprised of 44 items and was mailed to 2500 youths randomly
selected with the ofbn to respond via mail, fax, or online. The survey was sent to a random selection
of members who received at least one service from January 1, 2013 to March 31, 2013. Three weeks
following the initial mailing, a second survey was sent to those membenseaponding. Review of
satisfaction results above demonstrates the majority of the parents of minors are satisfied with their
ability to access providers. With the exception of Q13 relateddoess to psychiatrist when wanied
satisfaction survey mllts exceed the threshold goal of 80% or above. Although the results are above
the goal, access to providers remains an opportunity for improvement, especially as it relates to
accessing psychiatrists. This finding is further supported by the resuhg éfdult survey provided

below.
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Measure #4¢ 2013 Member satisfaction with access to cgradults

Question Number % Positive
Responded

Staff members were willing to see me as often as | f

08 g 276 79.7%
was necessary.

Q9 | Staff members returned myadi(s) in 24 hours. 269 71.4%
Services were available at times that were good for

Q10 g 285 83.5%
me.
The time | waited between appointments was

Q11 PP 285 79.7%
acceptable.

Q12 | Helped you connect to the services you needed. 277 79.4%

Q13 | | was able to sea psychiatrist when | wanted to. 281 76.1%

Findings:The adult survey contained 40 items and the sample was randomly selected and disseminated
in the same way as the youth survey with 2500 surveys mailed to adult membéut members
indicated lower atisfaction levels with access than did parents of minors. This finding is consistent with

FAYRAYy3Ia 4SSy ONraa (GKS aSRAOFAR LRLJAFidAz2ya aSN
members tend to have lower satisfaction levels in general. The resutige are close to threshold hold
goal of 80%, but only Q1ervices were available at times that were good forexmeeded the
established threshold. These findings reinforce the need to monitor access and member satisfaction
with access and identify iatventions to potentially improve satisfaction levels.
Measure #5¢Member grievanceand provider complaintselated to access

15tQtr 2012 | 2" Qtr 2012 | 3@ Qtr 2012 | 4" Qtr 2013 Total

0 1 2 4 7

Findings:The number of member grievancard provicgr complaintgeceived from 3/1/201%,
2/28/2013 related to access to care totaled 7. Magellan believes this number is low and may not be
NELINBASY(lllGABS 2F GKS YSYOSNBQ LISNOSLIGAZ2Y® &SR

are dissatisfied Wth their ability to access appointments, but it is difficult to draw any firm conclusion.
The number of grievance indicates Magellan may need to reinforce previously conducted trainings
regarding the grievance process to ensure all grievaandscomplaiits are being adequately captured.

Summaryof Measures

¢tKS RIGF AYyRAOIFIGSa G(GKFG al 3SttlryQa FdziK2NAT FGA2Y
members are authorized to attend appointments in a timely manner. Member access from time of call
to date of service when reviewed in conjunction with satisfaction survey results offers an opportunity
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for further improvement. The appointment access measure with the largest discrepancy between date
of request and service date relates to urgent appoiatrhaccess, which is 23.8 percentage points lower
than established goal.

Proceduredor Data Collection

Measure #1:Data collected from Magellan utilization management system (IP) using the Date of
Request to Date of Decision fields

Measure #2:Datacollected from Magellan utilization management system (IP) and claims system
(CAPS) fields for Date of Request to Date of Claim for first service after request

Measures #3 & #4Member Satisfaction surveys conducted by Magellan Survey and Outcomes
Departrrent using standard Magellan methodology. Survey sent to all clients who requested treatment
between 1/1/13 and 3/31/13.

Measure #5Data collected through Magellan complaint and grievance tracking system (CART) when a
member and/or family member makes &xpression of dissatisfaction regarding appointment access to
provider.

Project Goals for Measures
Measure #1:Decision Timeliness: 95% of all requests meet established decision timeliness standards

Measure #2:Appointment Access
1 Emergent: 95%
1 Urgert: 95%
1 Routine: 70%

Measures #3 & #480% satisfaction with each element

Measure #51nitially the goal will be to increase grievan@esl complaintas Magellan is concerned
that the current number is not an accurate representation of grievamacesconplaintsin the network.
Once a baseline is established and data stabilizes, Magellan will establish a golaice the number
of grievances and complaints.

Project Timeline
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Data is monitored quarterly. Baseline data was collected in the first ocngesar (3/1/122/28/13).
Remeasurement data was collected for the second contract year (3/B/28/14).

Measure #1:Due to 100% compliance with decision timeliness over the last 3 quarters, it is
recommended this measure be maintained as a monigindicator and removed as a measure under
this PIP.

Measure #21t is recommended monitoring of appointment access via claims data be continued into
Year 2, with focus on increasing the percent of urgent appointments kept within the established time
goal (48 hours/2 calendar days). Due to the barriers which can affect members complying with
accessing urgent care, Magellan proposes establishing an intermediate Year 2 goal of 80%, an increase
of 8.8 percentage points. It is recommended further intervens are implemented and a second re
measurement is taken for the third contract year (3/1/2/28/15) for this measure.

Measures #3 & #4These measures provide a method to obtain member perception of access to care
most closely associated with routirg@pointment access. Magellan recommends continuing to monitor
metrics in the third contract year (3/1/12/28/15) as part of this PIP to ensure member perception of
appointment access is adequately monitored.

Measure #5Tracking and trending of membeomplaints related to access also supports analysis of
findings related to other metrics. It is recommended monitoring continue as part of this PIP in the third
contract year (3/1/142/28/15).

Event Timeframe
Baseline Measurement Period 3/1/2012 through2/28/2013
Interim Measurement Period Quarterly 3/1/2013 through 2/28/2014
Submission of Interim Report (if applicable) N/A
Remeasurement Period Quarterly 3/1/2013 through 2/28/2014
Intervention Implementation See dates below in Interventions Planreett

Implemented

Analysis of Project Data Quarterly 3/1/2013 through 2/28/2014
Submission of Final Report 5/31/2014

Interventions/Changes for Improvement

Barrier Analyses

Barriers affecting appointment access include
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1 Member decides not tattend scheduled appointment

Member makes appointment outside of standards based on their convenience

Member lives in a rural area that does not have access to all levels of service

1
1 Member decides appointment is no longer urgent
1

Provider

1 Provider perceptin that appointment is not emergent/urgent
1 Provider does not have available appointment within required standards
1 Provider does not disclose changes in availability to Magellan resulting in inaccurate

information in the Magellan provider database
1 Provide does not adhere to contractual standards for emergent, urgent, and routine access.

=

Magellan

=A =4 =4 =4

Provider unaware of required access standards

Magellan staff incorrectly classifies appointment need.
Magellan staff does not enter complete data when complgtuthorizations.
Magellan doesiot obtain information from providers regarding current availability.
There is not a sufficient network for all levels of care for all areas in the. state

Interventions Planned and Implemented

. . Intervention
Category Interventions Respongle Party Timeframe
Grievance Monitor member grievances or provider complaints as they are receive| QI and Network March 2012
Each grievance/complaiig acknowledged and addressed individually. and ongoing
Magellan tracks and trends to identiif multiple grievances arsubmitted
foraproviderorregiona  3St f I yQa ySise2N] RS
determine if network developmeris needed to irprove access for an
areal/regionkervice type or if a specifiroviderrequires a corrective actio
plan toensue compliance with access standards.
Internal training of Magellan staff on identifying member dissatisfaction| Grievance Coordinator| July 2013
(grievances)including those related to accessyd reporting grievances in
the CART tracking syster@nce grievances increase to a level deemed
appropriate to the CMC, an initiative will be formed to decrease the lev:
of grievances.
Contact providers and discuss appointment access standards when Grievance July 2013 and
member grievance regardinaccess to care is received CoordinatofNetwork ongoing
Provider Educate providers thragh network contacts, provideo€usgroups and Network/Member June 2013
member service contacts to ensure the providers understand and are g Service/Clinical Staff | and ongoing
to meet the contratual expectationgor appointment standards.
E-mail blast reminding all providers of the contractual obligation to accg Network Administrator| November
standards and educating them on keeping their practice information 2013
updated via the provider website
Initiated quartery survey of a sample of providers to monitor availability| Member Service June 2013
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emergent, urgent, & routine appointments. This survey will be
administered by the Member Service Regentatives who will call on
behalf of Magellan using a planned script to inquire regarding availabili
appointments related to access typésurvey finds provider does not
meet established access standards, a follgwietter is sent to provider
discussingxpectations and requesting planned actions to comply with
appointment access standards

SupervisafQl
Manager

and ongoing

Networkconducted asurvey to providers (neinpatient) requesting
information about their specialties @navailability; thenetwork
department updatecprovider records and provider search to ensure
accurate provider availability is documented.

Network Administrator

December
2013

Member

Member Sevices Representatives will assist members that contact
Magelbln seeking assistance in obtaineygpointment outpatient support
specialistand/or care managers will assist member in secure appointm
within established timeframes depending on need (e.g., emergent, urg
routine).

Member Service
Staff/Care Manage

June 2013
and ongoing

Educate members on access standards via member service calls; as p|
discussion, reinforce with member that Magellan is available to assist g
member should call back if unable to obtain timely appointment.

Member Service
Staff/Supervisor

July 2013 and
ongoing

Results

Measure #2

Quarters

0L 0 03

0

Metrics

Volume

Percent| Sigma LevelVolume| Percent|Sigma Level Volume | Percent

Sigma LevelVolume

Percent

Sigma Levg

Emergent

46

93.95%| 305 | 482 |BABY%| 252 41 | 8021%| 235

43 | T9.84%

2.3

Urgent

%79

9865%| 172 | 113%4]60.17%| 176 | 11320 | 57.0%| 168

1846 | 6332%

184

Routine

5748

80.20%| 235 | 13762 | 16.97%| 224 | 19640 | 7341%| 213

20415 | 78.62%

2.29

Access to Care - Time to Service
2012 vs 2013

100.00%

80.00%
60.00%
40.00%
20.00%

0.00%

Percent

Emergent

Urgent

Routine

m2012

93.50%

71.20%

74.70%

m2013

85.30%

59.55%

76.69%

Measure #32013 Member satisfaction with access to carelinors
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Question % POSITIVE
Mar 2013Feb | Mar 2012Feb | Change
2014 2013 0z @:
Qo8 Staff was willing to see my child asesf as | felt was 89.1% 87.0% rb
necessary.
Q09 Staff returned our call(s) in 24 hours. 86.3% 83.0% M
Q10 Services were available at times that were good for 85.5% 84.0% M
Q11 The time my child waited between appointments wg 84.4% 81.5% M
acceptable.
Q12 My family got as much help as we needed for my 77.6% 81.1% Q@
child.
Q13 My child was able to see a psychiatrist when he/she 75.6% 72.9% 3]
wanted to.
Measure #42013 Member satisfaction with access to cgradults
Question % POSITIVE
Mar 2013Feb | Mar 2012Feb | Change
2014 2013 0z @3
Q08 Staff members were willing to see me as often as | 82.6% 79.7% 1)
felt it was necessary.
Q09 Staff members returned my call(s) in 24 hours. 80.9% 71.4% 1)
Q10 Services were available at times that weeod for 84.2% 83.5% 1y
me.
Q11 The time | waited between appointments was 79.3% 79.7% (0]
acceptable.
Q12 | was able to get all the services | thought | needed 78.7% 79.4% (0]
Q13 | was able to see a psychiatrist when | wanted to. 76.7% 76.1% 1y
Measure #: Member Grievancesand ProviderGrievance Related to Access
Contact Yeg Q1 Q2 Q3 Q4 Total
1 0 0 1 2 7
2 5 2 7 21 35
Discussion
Discussion of Results
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Measure #2:

As the table above shows, urgent and emergent showed decreases from contradt yeaergent

appointment access decreased during 4th quarter and was 15 percentage points below the established goal
of 95%. Urgent appointment access was 3iebcentage points below the established goal of 95%. A chart
audit was conducted to determine ob cause for deficienciesThe root cause of not meeting emergent and
urgent access standards was identified as routine community based service appointments (paper based
authorizations) that were being classified as urgent and emergent. These spaviteseequire prior
authorization from providers as well as the submission of eligibility and/or authorization paperwork to
determine if service were medically necessary. Outpatient urgent and emergent appointments would be
considered pass through sergithat would not require this level of review. The Magellan IT system will

not allow these appointments to be reclassified; however, it was determined that urgent appointment
access would increase to 82% compliance with correct classifications. Adatingsstaff of the Utilization
Management department is now receiving a weekly report to review all outpatient services that were
classified as emergent or urgent to address deficiencies in a timely manner and better shape Magellan staff
behavior. Magellais confident that contract year 2015 will display higher percentages in these services
due to the implementation of this intervention.

Routine appointment access measure increased from Q2 and Q3 with results displaying 78.6% in Q4.
This result 8.6 peentage points above the established goal of 70%.

Measure #3 and #4:

al 3StftlryQa blaGA2y Il {dz2NBSe& 5SLI NI YMaxthi20Moh € SR Hpnan
contract year 1 and 2500 surveys in dJ8gptember 2013 for contract year 2. The resparde for

each was 13.2% and 12.5% respectively. The overall satisfaction increased from 85.4% in contract year

1 to 86.2% in contract year 2, which exceeded the goal of 80%. The results displays that for contract

year 2014, all questions relatedtoaécéd ¢ Sy (i dzLJ SEOSLII F2NJ avmHY aé& ¥l

YSSRSR T2NJ Yé OKAfREO® 9pSYy (K2dzZa3K GKS YlI22NRGe 2
opportunity for improvement by the CMC.

al 3SttlryQa blridA2yltf {dNDEE A&NPREYSyG21f Rz YAARA SR
as minors. The response rate was 13.4% foMarch 2013 and 12.6% for Jubeptember 2013. The

overall satisfaction rate increased from 79.7% for the first contract year to 82.7% for the second

contract yearwhich exceeded the 80% satisfaction goal.

There are six questions in the Minor and Adult survey to measure satisfaction related to access to care.
Nine of the twelve questions demonstrated increases in satisfaction. Two of the three questions
demonstating decreased in satisfaction were from the adult survey and each decreased by less than
one percentage point from contract year one to two. The final question that showed decrease was from
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the minor survey. This question was related to a family fedaiigfied with receiving as much help as
was needed for their child and decreased by 3.5 percentage points from contract year one to two. All
three of the questions demonstrating decreases were not considered statistically significant declines.
The chartelow outlines the questions and the satisfaction rates.

Type Question # [Question % Positive CY1| % Positive CY2:
3/1/12-2/28/13 | 3/1/13-2/28/14
Minor Q12 My family got as much help as we needed for my child. 81.1% 77.6%
Adult Q11 [The time | waitd between appointments was acceptable. 79.7% 79.3%
Adult Q12 Helped you connect to the services you needed. 79.4% 78.7%

Although performance thresholds were met in both the adult and minor surveys, it is believed
satisfaction survey data provides a maagful perspective regarding the voice of members regarding
access to care. Magellan recommends the two metrics continue to be monitored as part of the PIP.
Magellan will develop a corrective action plan related to survey data that will be monitorearasfp

the Magellan Satisfaction Survey Work Group.

Measure #5:

The number of member grievancansd provider complaintselated to access received for Q4 2013svzd.
There were a total of 3grievance regarding access in CY2. Magellan attributegthisased to successful
implementation of interventions to identify and track grievaneesl complaints Grievanceand
complaintscontinued to be handled individually and track and trended to identify network or provider
deficiencies.

Limitations

A limitation to this PIP is related to the number of grievanaad complaintsn contract year 1. Magellan

was uncertain if the low volume was due to lack of dissatisfaction by members, member/providers not
understanding how to file a grievancemplaint, orlack of Magellan capturing grievanéesmplaints

Magellan did implement training interventions which lead to a 214% increase in grievances in contract year
2 and will continue to monitor in contract year 3. Another limitation of the PIP is relatecttoethtive

newness of the data. It is believed that data will mature and normalize over time which will then allow for
improved identification of opportunities for improvement.

Next Steps

Lessons Learned

When evaluating deficiencies in urgent and engrigappointment, Magellan conducted root cause
analysis. It was identified the root cause of most of the deficiencies was the misclassification of paper
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based authorizations as urgent or emergent by Utilization Management staff. As a result, Magellan has
recognized the importance of increased monitoring of the Utilization Management department and
implemented interventions to address.

Systemlevel Changes Made and/or Planned

Magellan continues to facilitate member access to emergent, urgent, and sappointments within
appropriate timelines based on the identified need. In the third contract year, the network department
will implement several tracking mechanisms to capture-goievance inquiries related to access to
ensure all opportunities for iprovement are identified (not just those reported by members).
Interventions will also be implemented to improve the accuracy of the Magellan Provider Database
(IPD) to ensure the system is up to date regarding provider availability. Magellan continues t
strategize on network development for regions or service types that are not adequately represented.
Magellan will focus interventions on improving access of crisis intervention and crisis stabilization
through network recruitment and development (sétay 2014 interventions). It is believed that this

will positively impact urgent appointment accesd/eekly monitoring of appointment classification is
also anticipated to have a positive impact on results.

Conclusion

The CMC has identified many bams and inStuted interventions to improve appointment

accessibility; although positive results are noted, many metrics have not met the established minimum
performance goalsin the third contract year, the network department will implement several kiag
mechanisms to capture negrievance inquiries related to access to ensure all opportunities for
improvement are identified (not just those reported by members). Interventions will also be
implemented to improve the accuracy of the Magellan ProvidataDase (IPD) to ensure the system is
up to date regarding provider availability. Magellan continues to strategize on network development
for regions or service types that anet adequately represented Magellan will focus interventions on
improving acessto crisis intervention and crisis stabilization through network recruitment and
development (see May 2014 interventions). It is believed that this will positively impact urgent
appointment acces3Veekly monitoring of appointment classification is@hnticipated to have a
positive impact on results. Magellan recommends this PIP continue into contract year 3.

B. Improve the Number of CSoC Treatment Plans (Plans of Care) with Service Authorization at First
Review

Magellan was contractually requiréd implement a predetermined clinical Performance Improvement
Project (PIP) during the first contract year. The clinical PIP was identified in the Request for Proposal
OwCt 0 a a¢KS ydzYoSNI 2F / 22NRAYF SR { atianlaSinst 2 F /| N.
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NE @ A Ratedirbm this point forward, this PIP will be using the term Plan of Care as the appropriate
language for the CSoC Program.)

One of the goals of the Coordinated System of Care (CSoC) is to ensure children who are either in an
out-of-home placement or at risk of owtf-home placement receive sufficient communitgsed

services to reduce the risk of future eat-home placements. Evidence supports the concept that

children receiving services in the home or community have a loiskof outof-home placement than

those who receive services in more restrictive settings. Ensuring appropriate authorization of
community-based services at the time the plan of care is developed helps ensure members have access
to these services.

Oneof the goals of the CSoC is to ensure that children who are already-of-boine placement or at
imminent risk for outof-home placement receive sufficient home and commuiised services to
reduce their risk of future oubf-home placement. This topiwas selected as one method to monitor
the use of home and communityased services (HCBS) for these at risk children.

The aim of the PIP is to ensure that members who are enrolled into the CSoC program have

authorizations and receive services prior heftfirst review. As part of this project, Magellan will
Y2YAG2N) 620K | dzi K2NATFGA2y RIFEGE FyR OflFAYa RIEGE®
internal processes to ensure authorizations are made within 30 days of enroliment. Magellalsavil

monitor claims to determine if the services were received prior to the first review. Metrics that do not

meet standards will be analyzed in order to identify opportunities for improvement.

Methodology

Performance Indicators

During the baseli@ period, there were 969 unduplicated children that were enrolled for wraparound
services and remained enrolled for at least 30 days from date of enrollment. Review of records

indicates all 969 children had a 30 day review of their Plan of Care. O8%hen@luplicated children,

929 (95.9%) received authorizations for a CSoC service. An additional 4 children received authorizations
for nonCSoC services totaling 933 members. Thus, 96.3% of CSoC children received some form of
service authorization (CSo@ther).

To further evaluate, Magellan then examined the percentage of these children who had claims filed on
their behalf for the service authorizations. The analysis revealed that 42.6% of these children (397/933)
had claims filed during this period:he majority of these claims were filed within 90 days [360 of the

397 (90.7%) children had claims filed within 90 days].
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Youth Support & Training accounted for 32.5% (150 of 461) of the paid claims, and Parent Support &
Training accounted for 67.5%1(B of 461) of the claims. Forty nine percent of the claims (n=461) were
filed for CSoC services, indicating approximately half of the claims were filed @ 3m@ services (e.qg.,
CPST, PSR, med. mgt.). Specific to CSoC services, a total of 365dt&o@chived Youth Support &
Training, Parent Support & Training, or both.

Procedures

WAA roster data were matched against the Magellan data system (IP) to identify all CSoC children who
received authorization for services. The Magellan data systewrds all CSoC treatment

authorizations as well as the specific service level authorized. The WAA roster data were further
matched against claims data to determine the percentage of children who had claims filed for
authorized services. The data colieattimeframe was 3/1/2012 through 2/28/2013 with the

requirement that all CSoC children included in the measurement period had been enrolled in a WAA for
at least 30 days.

Project Timeline

Data is monitored quarterly. Baseline data was collectetiéfitst contract year (3/1/12/28/13).
Remeasurement data was collected for the second contract year (3£8/2B/14). It is recommended
further interventions are implemented and a secondmeasurement is taken for the third contract
year (3/1/142/28/15).

Event Timeframe
Baseline Measurement Period 3/1/2012 through 2/28/2013
Interim Measurement Period Quarterly 3/1/2013 through 2/28/2014
Submission of Interim Report (if applicable) N/A
Remeasurement Period Quarterly 3/1/2013 through 2/28/2014
Intervention Implementation See Interventions below
Analysis of Project Data Quarterly 3/1/2013 through 2/28/2014
Submission of Final Report 5/31/2014

Interventions/Barriers

Barriers are numbered and the interventions are identified.

Intervention

Description d intervention .
Timeframe

General Providers:
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1. Providers are not aware of need to refer to community based services. If aware,
providers may not understand the value of referring members to community
resources.

a. The Magellan CSoCteamiswork 3 (G2 Sy O2dzNJ} IS 211 Q
referrals to community based services as identified by:

1) CSoC Wraparound Coaches and Care Managers speak with clinical direc
or program directors weekly to provide education on the different providel
types andservices available to the enrolled members.

2) A formal Affinity call occurs every other Wednesday between WAA Exect
Directors (Clinical directors and Program Directors), Magellan DOE liaiso
Magellan CSoC Team Members, and FSO Executive Direictentify
systemic and/or process barriers that may hinder utilization of services ar
then bring issues to resolution.

la. 1/2013 and
ongoing

1) 1/2013 and
ongoing (occurs
weekly)

2) 1/2013 and
ongoing (occurs bi
monthly)

Magellan Internal:

2. Need b analyze claims information to determine if member actually utilized servi

a. Develop routine query of claims information for each of the 5 CSoC services;
report should allow for 90 day claims run out.

2a. 5/2013 and
ongoing

211 QakC{h t NRPEBARSNERY
3. Insufficient network access for members to receive required one CSoC services
month.

a. Network is currently recruiting licensed Home and Community Based Service
Center Based Respite providers as potential Crisis Stabilization and Short T
Respite poviders.

b. Network Administrator and managers participate in the WAA Affinity call in ori
to address provider issues in the following areas:

1) Insufficient network access

2) Barriers to network sufficiency

3) Identification of specific issues/cases that havewced that requires
assistance from Magellan.

c. The FSO (a major source of CSoC services across the state) was placed on ¢
Corrective Action Plan to address deficiencies in access to care and quality |
care concerns. Magellan monitored the CAP weeklgubh an
interdepartmental work group, including the FSO, network, UM, QI, and CSc
Recommendations from work group were submitted to the OBH following thg
g2N)] 3INRdzLIQa O2YLX SGA2y® h.1 Aa Od
next steps.

d. Network is working with OBH and Health Standards to allow Crisis Stabilizatic
and Shoriterm Respite providers to become licensed under the Home and
Community Based Servic8sibstitute Family Care Module, which would allow
providers that are currently contraetl with Magellan as a Therapeutic Foster
Care provider, the ability to become a STR and CS provider as well.

3a. 04/2012 and
ongoing

3b. 1/2013 and

ongoing (occurs bi
monthly)

3c. 7/2013¢ 12/2013

3d. 10/2013 and
ongoing
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4. Providers do not have clear understanding of CSoC services or 1915 (c) waiver

requirements.

a. An element was added to the 1915 (c) onsite WaivdRAuli (2 2 f ® 2 4a. 8/2013
not meet the minimum performance threshold of 100% compliance are placq (Quarterly)
on a Corrective Action Plan and are required to submit a written response o
how they intend to address the deficiencies.

b. Magellan will disseminate a Plafi@are form that meets waiver requirements. | 4b. 01/2014 and
gAff NBIdzZANB 211 0Qa (G2 Of SI N¥ & ARSy|ongoing
recommended for each service type, which will improve our ability to capture
HCBS utilization (actually provide a check and balancedsgtwhat was
recommended and our claims verifying what was received)

c. Increase education to WAA providers of the CSoC services available to imprg 4c. 1/2014 and
referral and utilization of services through use of scheduled onsite reviews. | ongoing (bimonthly)

5. Providers do not have a sufftmt mechanism to track service delivery to ensure thi

CSoC members receive at least one CSoC servicer per month.

a. FSO developed tracking spreadsheet to monitor service utilization of member 5a. 11/2013 and
including a metric to monitor that each active member is reiogj\at the ongoing
minimum one service per month.

b.al3Stftly AYLXSYSYGdSR I 6So6 o0l aSR 2 |5b. 12/2013,
drop down data entry to improve data integrity, which will provide increased | updated 3/2013, and
RFGFE GNIXO1Ay3 YR Y2yAil2 N Willbeaddedo | ongoing. Reviewed
the spreadsheet to track if member receives at least one CSoC service per rj quarterly

Results
Time Period Denominator | Numerator (% with 30 Da] Sigma | Numerator % With Sigma
Auth Level Clams for Level
Any Service
Contract Year 1 933 895 95.9% 3.28 397 42.6% 1.31
1st Qtr 2013 448 398 88.8% 2.72 374 83.5% 2.47
2nd Qtr 2013 415 409 98.6% 3.69 372 89.6% 2.76
3rd Qtr 2013 346 346 100% 6.00 299 86.4% 2.60
4th Qtr 201314 249 249 100% 6.00 215 86.4% 2.60
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Measure #1: % with 30 Day Auth (Goal of 95¢

100.00%
90.00%
80.00%
70.00%
60.00%
50.00%
40.00%
30.00%
20.00%
10.00%

0.00%

2.72Sigma 3.69Sigma 6.00Sigma 6.00Sigma

3.28Sigma

% of Authorizations

1st4th Qtr 2012 1stQtr 2013 2nd Qtr 2013 3rd Qtr 2013 4th Qir 2013
9% with 30 Day Auth 95.90% 88.84% 98.55% 100.00% 100.00%

% of 30 Day Auths and Claims

100.00%

90.00%
80.00%
70.00%
-~ 60.00%
=
€ so0.00%
@
8 30.00%
30.00%
20.00%
10.00%
0.00%
2 with 30 Day Auth 2 With Claims for Any Service
m2012 95.90% 42.60%
m2013 96.16% 86.42%

Discussion

Discussion of Results

Results for 2013 displayed higher percentage rates than in 2012 and met the goal for 95% authorizations
and 55% for claims. The results for 2013 displayed statistical difference over 28 sitive results. The

Six Sigma approach is used to indicate statistically significant improvement by measuring defects per
number of opportunities available.

Measure 1Percentwith 30 Day Auth displayed 100% compliance for 2 consecutive quartdneanhed a
perfect 6.00 sigma level. MeasureRercentof Claims for Any Service displayed an increase of 44% over
2013 with 86.42% compliance. The metric also displayed a higher sigma level of 2.60, almost doubling the
2012 sigma level. Both metridssplayed true statistical improvement from 2012 to 2013.
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Limitations

Although there have been increases in both metrics, the limitations to the PIP could be in looking at the
utilization of CSoC services specifically. In order to be compliant wittBtttec and (b3) waivers,

members enrolled in wraparound services must receive at least one CSoC service per month. It would
be meaningful to monitor both nol®€SoC and CSoC services to monitor compliance.

Next Steps

Lessons Learned

The lesson learneddm the PIP is the opportunity to improve provider (e.g., FSO, WAA, etc.)
accountability to ensure members receive services timely. Increased accountability will require
providers to improve oversight to ensure that member needs are being met. Mageallaiso use
lessons learned to improve the implementation plan of the CSoC program as it is expanded into the
remaining 4 regions of the state.

Systemlevel Changes Made and/or Planned

It is recommended to discontinue measure 1: % with 30 Day Autitmis due to 100% compliance

over 2 quarters and perfect 6.00 sigma level in contract year 2. It is recommended that Magellan focus

on measure 2: % with Claims for any Service for contract year 3. Magellan recommends that the goal

for measure 2 for thehird contract year be 85%. Magellan believes this is a reasonable goal as it is
anticipated that newly implementing regions will run into barriers related to implementation and

development of a network of CSoC providéfsgellan conducted a CSoC Summiihvoth local and

national Magellan representation to conduct root cause analysis and identify interventions for

improvement in February 2014. An opportunity for improvement identified was the need for greater

I OO02dzyGk oAt AGE o0& il be@plémentadyhins Kitd Soyitiadt geyr dvill inckuded

211 [ O2NBOFNR (2 AYLINRGS 211 Q& ljdzrfAdGe YIlIylF3aSYS
NEBljdzZANS&a 211 Q& G2 Syada2NE YSYOSNAR (2 NBOSA@S |G €S
that Magellan monitors if members receive at least one CSoC service per month in cgranst

C. Transitional Care PIP
Project Topic

1. Describe Project Topic
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Industry and national behavioral health care standards placgfa priiority on the assurancaf

continuity of care for all members, and particularly high risk members, when they transition from

inpatient to ambulatory care (HEDIS®, AMBHA; NCQA; AAHC/URAC). The Louisiana Care Management
Center (CMC) senior clinical management and the Quality mepnent Committee, in collaboration

with Office of Behavioral Health (OBH) for the State of Louisiana, identified improving-tgdlafter

inpatient treatment as a clinical priorityt was determined that mbers who are discharged from an

inpatient leve of care represent a higtisk group in terms of severity of impairment and risk of harm to

self or others.This is supported byktS { dzNHS2y DSYSNI £ Qa NBLRZ NI 2y |y
prevention notes, which citeshere is strong evidence for éhfact that discontinuities and

fragmentation in care following an inpatient admission to a psychiatric facilitynca@ase the risk for

suicideo { dzZNES2y DSYSNI f Qa NBLERZ2NILIS HAMHUO O I 2y GAydz (@
is notedin the report that death by suicide is more frequent after discharge from an inpatient

psychiatric facility thamt any other time in treatment { dzZNBS2y DSY SNJI f Qa NB LR NI =

Ambulatory followup after inpatient treatment is also an important componeri care management as

it ensures that any recovery or stabilization that occurred during hospitalization is not lost and that
further gains may continue in the least possible restrictive environment. Risks for returning to inpatient
care are the greatasn the immediate period following discharge, but gradually flatten out over time
(Appleby, Desai, Luchins, Gibbons, & Hedeker 1993; Schoenbaum, Cookson, & Stelovich, 1995). In
addition to clinical risks, members discharged from inpatient treatment valdd have adequate

aftercare may be at risk of requiring readmission to inpatient treatment, resulting in inappropriate
utilization of highcost inpatient services and undatilization ofappropriate outpatient service@Kruse

& Roland, 2002 anBernana et al., 1990).

2. Rationale for Topic Selection

During contract year oneMagellan gathereddseline data, which identified opportunities for
improvement regarding critical performance indicatorBmbulatory followup results from March
through Decerber 2012 showed &-dayfollow-up after hospitalization for mental illness result of 28%
and 30 Day followp after hospitalization for mental illnesssult of 48%. These results welré
percentage points less than theday goal of 45% and 17 percentggants less than the goal of 65%

for 30-day followrup for members discharged with a mental health diagnosis. These results indicate a
significant opportunity for improvementBased on these findings, in collaboration with OBH for the
State of Louisiandollow-up after hospitalization for members discharged with a mental health
diagnosis was identified as a clinical priority.
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3. Aim Statement

The aim of this PIP is to increase the number of patients receiving fafpovisits following discharge
from aninpatient facility as a means to improve patient safety and meet HEDIS national Medicaid
averages for 7 and 3@ay FUH

Methodology

1. Performance Indicators

There were a total of 11,113 members discharged from an inpatient setting with a meaiéh he
diagnosis. Of those members, 3,131 (28%#8nded a followup visit within7-days and 5,295 (48%)
members attended as followp visit within 30 days. Using the Six Sigma level calculation approach to
baseline metrics and improvements, tReday FUHlisplayeda 0.92 sigma level. The 30 DyHis

showed a 1.44 sigma leveBaseling and 30day FUHrates identify opportunities for improvement

and sigma levels will be calculated for quarterly measurements to monitor statistical improvement.
JanMarch 2013 and Aprilune 2013 both produced a 313lay FUHrate and a 51% UHrate in the re
measurementsising HEDIS/Claims only dafghis percentage increased thigmma level to 0.99 sigma

for 7-day FUH and 1.51 sigma for-88y FUH

2. Procedures

Datawere collected byMagellan internaEnterprise 41A repotthat meets HEDIS reporting

requirements Magellan internal EnterprisedRort 28a was also used for measuring throughout the PIP
for claims and supplemental benchmarks. Sigma level statisticallaibns were determined by

comparing the numbeof defects (btal cases minuexclusions) to opportunities (totabses).

3. Project Timeline

Event Timeframe
Baseline Measurement Period March 2012c December 2012
Interim Measurement Period Quartetty January 2018 December 2013
Submission of Interim Report (if applicable) N/A
Remeasurement Period Quarterly January 2018December 2013
Intervention Implementation March 2013February 2014
Analysis of Project Data Quarterly January 2013Decembe 2013
Submission of Final Report May 31
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Interventions/Changes for Improvement

1. Barrier Analyses

A multidepartmental group analyzed data to determine opportunities for improvement and conduct
root cause analysis to indentify barriers to accessaxe. The following barriers were identified:

Practitioner and Facility Barriers

w
w
w

w
w

Failure of facilities to discuss, refer and/or schedule foligmappointments for/with members.
Lack of faitity staff and/or practitionemunderstanding of ambulatory flaw-up standards.

Lack of coordination of care across the behavioral health continuum, specifically
communication between facilities and patients, mental health providers and/or Magellan staff
NBIFNRAY3I LI GASYGaQ RAAOKINAHS LI Iyaod

Lack of provider availaliif within the appointment timeliness standardsassibly related to

the low number of providers in some areas or possibly related to provider difsaton with

the fee schedulés

Lack of provider communication with Magellan Staff regarding confikngay 2 F Y S-Y6 SNE&E Q
discharge status and/or confirmation of ambulatory folloyy appointments.

Provider changes appointmetd an appointment outside the-day standard.

Lack of incentive and reported high cost for facilities to invest in discharge ptanni

Patient-Specific Barriers

T

Refusal by patients to accept ambulatory folloy appointments ¢ften due to denial
concerning their behavioral healthcare needs or to lack of insight into their iliness).
Lack of transportation to ambulatory folleoup appdantments.

Inability to locate an MD for required folleup with an appointment within the timeliness
standards.

Internal Magellan Barriers

1

Members are hospitalized for a medical condition and have-extsting BH diagnosis but are
never referred to Magedin for aftercare.

2. Interventions Implemented

: . ; Start and

Category Intervention Barrier Responsible Party End Date
Monitoring of | Magellan's Quality Improvement Access; QI Clinical March
Discharge Department's (Ql) Clinical Reviewers conduq Practitioner Reviewers 2012
Components | treatment record reviews (TRRs) to ensure | and Facility ongoing
via Treatment| that documentation and record keeping Barriers
Record standards are in compliance with federal,
Reviews state, and Magellan quality standards for
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discharge planning and Clinical Practice
Guidelines for treatment of Substance Use
DisorderdCPG SUD).

A random selection of providers is selected
monthly the inpatient level of care to be
reviewed or providers are chosen as a resul
of quality of care concemsreported. Records
are reviewed utilizing Magellan's Treatment
Record Review Auditing Tool. High volume
providers (i.e., those serving 50 or more
members) are reviewed at a minimum once
every three years.

Access;

QI Clinical
Reviewers

March
2012
ongoing

If a provider does not meet minimum
standards (i.e., under 80% for the Magellan
TRR), the provider will be required to submit
corrective action plan explaining how they w|
address deficiencies. Providers that score
under 70% on the TRR Tool Wi reaudited
within 180 days to ensure that deficiencies
have been addressed. Providers that contin
to not meet minimum standards will be
referred to Magellan's Regional Network
Credentialing Committee and the provider's
status in the network could baffected.

Practitioner
and Facility
Barriers

QI Clinical
Reviewers

March
2012
ongoing

TRR data are reviewed quarterly by Magella
Quality Improvement Committee (QIC) and
the Department of Health and Hospital's
Interdepartmental Monitoring Team to
determine if systemic opportunities for
improvement are identified. If so, Magellan
will utilize the DMAIC (Define Measure
Analysis Improve Control) model to conduct
barrier analysis and develop interventions.
Data is reviewed quarterly to determine
effectiveness of interventions and determine
next steps.

Access;

QI Clinical
Reviewers

March
2012
ongoing

High Utilizer
Rounds

The top 50 inpatient psychiatric bed day
utilizers are chosen quarterly from the most
recent running year for inclusion in the grauj
Rounds are conducted weekly and include
several participants across the care
management center, including the
CMO/Medical Administrator, followp team,
ICC, Inpatient, Outpatient and Residential
Care Managers and Peer Specialists. Caseq
prioritizedaccording to inpatient admission
status and reviewed by the team for history
inpatient presentation, primary
symptomotology, diagnostic category, medig
issues, outpatient treatment engagement, ar

Practtioner
and Facility
Barriers:
Patient
Specific
Barriers

UM/CM Care

Managers/ Follow

Up Specialist

June 2013
Ongoing
Quarterly
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eligibility. Care managers identified

specialized neesland implement

interventions to address. Interventions

include but are not limited to:

1 Linking members to Independent

Assessors for the purpose of establishin

1915(i) eligibility

Assighing members to RCM

Linking members to and coordinating ca

with community-based service providers

1 Referring members with medical
comorbidities to Bayou Health Plans

1 Regularly involving Physician Advisors i
YSYOSNEQ Of AyAOl €

I Using Peer Specialists to help bridge thg
connection with hardo-engage

= =

members.

UM Follow Up| Within a few days of discharge from a Access; FollowUp March

Team psychiatric hospitalization, members will Practitioner Specialist 2012
receive a call from Magellan ierify the and Facility
aftercare appointment was scheduled within| Barriers:
days of discharge and to inquire if the Patient
member plans on attending. If the member | Specific
indicates no aftercare appointment was Barriers
scheduled or there exists some barrier to
attending, Follow Up Specialist vabsist the
member to reduce barriers (e.g., set up
transportation, find provider who can see
patient within timeframe).

Aligned Followdp Specialist (FS) with CM to | Access FollowUp March
assist in discharge planning. Specialist 2013 and

ongoing
Running daily reports to monitor if process | Access FollowUp March
and procedures are being followed properly Specialist 2013 and

ongoing
Setting monthly Idividual and Team goals in| Access FollowUp May 2013
Followup for 7 and 36dayFUHrates and Specialist and
providing incentives for achieving goals. ongoing
Identify high risk members (i.e., members | Patient FollowUp May 2013
currently in hospital and receiving ACT Specific Specialist and
services) tdoetter identify members needing | Barriers ongoing
support of followup services.

Provider Educate providers through network contacts Access; Network/Member | June 2013
provider focus groups, and member service | Practitioner Service/Clinical | and
contacts to ensure the proders understand | and Facility Staff ongoing
and are able to meet the contractual Barriers
expectations for appointment standards.

E-mail blast reminding all providers of the Access; Network November
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contractual doligation to access standards ar
educating them on keeping their practice
information updated via the provider websit€

Practitioner
and Facility
Barriers

Administrator

2013

Initiated quarterly survey of a sample of
providers tomonitor availability of emergent,
urgent, & routine appointments. This survey
will be administered by the Member Service
Representatives who will call on behalf of
Magellan using a planned script to inquire
regarding availability of appointments relate
to access typdf survey finds provider does
not meet established access standards, a
follow-up letter is sent to provider discussing
expectations and requesting planned action
to comply with appointment access standarg

Access;
Practitioner
and Facily
Barriers

Member Service
Supervisor/Ql
Manager

June 2013
and
ongoing

Network conducted a survey to providers
(norrinpatient) requesting information about
their specialties and availability; the network
department updated provider records and
provider sarch to ensure accurate provider
availability is documented.

Access;
Practitioner
and Facility
Barriers

Network
Administrator

December
2013

Independent
Assessment/
Community
Based Care
Management
(IA/CBCM) for
Adults

The Independent Assessor/ Commurigsed
Care Management and Wraparound Agenci
serves as independent confliftee services
to ensure members with Severe and
Persistent Mental lliness who qualify clinical
and financially have access to Home and
Community Based Services to increase
comnunity tenure and reduce
institutionalization. This services is
responsible for:

1 Assessing member eligibility and
needs;

1 Developing a plan of care (POC) thg
addresses needs identified in the
assessment; and

1 Coordinating the overall delivery of
home and conmunity based services
to the member.

Magellan is required to monitor performance
measures to ensure compliance with federa
and state waiver regulations. The POC is a

service plan that is used to inform home and
O2YYdzyAle& o6l aSR LINRBY
This service is established to ensure that
members are connected to the optimum

services needed to meet their needs and
goals.

Access,
Internal Plan
System,
Transportation

Adult Systems
Administrator

IA/CBCM:
July 2013
October
2014

Cell Phone
(Safe Lik)

Provide cell phones (safe link) to members
who meet criteria to enhance ability to

Access;
Patient

Systems
Transformation

September
2013 and
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Distribution communicate with members who need Specific Administrator ongoing
services. Barriers
. When a Member Service Representatives o . . December
Provider L . . Access; Member Service
Follow Up Specialist identifies a provider wh ” : 2013 and
Quewe . . . Practitioner Representatives, .
i is unable to schedule appointments timely, - ongoing
Tracking : ! : and Facility Follow Up
they are inputted into a provider queue ; .
. . L Barriers Specialist,
database. Provider Relations Liaisons to . .
. . Provider Relations
follow up on each incident to dermine L
. . ) Liaisons
barriers to compliance and reaffirm
contractual expectations.
Results

The below results repsent the claims with supplemental attEDISneasurements along with a
comparison of 2012 vs. 2013 to display against baseline results.
Claims and Supplemental Results (Enterprise Report 28a)

7 and 30 Day FAH by Quarte
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Claims and Supplemental 2012 vs. 2013

7 and 30 Day FAH Rates - 2012 vs. 2013

60%

50%
R 40%
5
é 30% ]...44
. Sigma
10% Sigma
0%
7 Day FUH 30Day FUH
m2012 28% 48%
m2013 31% 52%

Analysis Child vsAdult FUHRates

January- December Rates2013-(Adult and Child)

Total Cases 24835| 7-day | Sigma Level | 30 Day| Sigma Level

Exclusions 8859 | 4949 - 8237 -

Total FU Cases | 15976| 15976 - 15976 -

31% 1.00 Sigma 52% 1.55 Sigma

January- December Rats- 2013(Child)
Total Cases 7638 | 7-day | 30 Day
Exclusions 1359 | 2632 4183
Total FU Cases | 6279 | 6279 6279
42% 67%

January- December Rates2013(Adult)

Total Cases 17197 | 7-day | 30 Day

Exclusions 7500 | 2318 4056
Total FU Cases 9697 | 9697 9697
24% 42%

Facility Analysis
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Sum of Follow Up 7 Follow Up 30
Facility Cases Rate Rate
BRENTWOOD HOSPITAL SHREVEPORT 2993 35.46% 56.91%
LONGLEAF HOSPITAL 1378 38.80% 60.61%
ACADIA VERMILION HOSPITAL 1204 24.87% 45.36%
RIV OAKS HOSPITAL 1030 34.48% 55.8%
CHILD HOSPITAL NEW ORLEANS 981 47.23% 71.56%
LAKE CHARLES MEMORIAL HOSPITAL 871 27.49% 45.82%
MBH OF LA NORTHLAKE 811 26.32% 46.08%
LIBERTY HEALTHCARE SYSTEMS BASTROP 754 52.61% 73.36%
GREENBRIER HOSPITAL LLC 657 31.94% 53.86%
COMMUNITY CARE HO3RI 655 20.16% 40.62%
OUR LADY OF THE LAKE HOSPITAL 556 32.30% 52.37%
LSUHSC SHREVEPORT HOSPITAL 546 29.96% 45.69%
EASTERN LA MENTAL HEALTH SYSTEMS 501 12.92% 30.30%
SAVOY MEDICAL CENTER NEW HORIZONS 465 25.98% 44.98%
GLENWOOD REGIONAL MEDICAL CENTER 465 14.72% 27.92%
WILLIS KNIGHTON SOUTH 444 18.82% 35.37%
OPTIMA SPECIALTY HOSPITAL 443 23.29% 42.92%
SOUTH CAMERON MEMORIAL HOSPITAL 439 23.45% 49.43%
LAFAYETTE GENERAL MEDICAL CENTER INC 423 4.05% 14.29%
CHRISTUS ST PATRICK HOSPITAL 412 13.45% 33.01%
OUR LADY OF THE LAKE REGIONAL MEDICAL CEN 408 24.94% 44.14%
LSU BEHAVIORAL HEALTH SERVICES DEPAUL CA 404 52.89% 93.90%
E A CONWAY MEDICAL CENTER 341 22.59% 40.36%
LEONARD J CHABERT MEDICAL 318 60.99% 102.55%
AMERICAN LEGION PAULINE FAULERENT 314 11.94% 30.97%
OCEANS BEHAVIORAL HOSPITAL OF LAFAYETTE 312 1.94% 12.26%
SEASIDE BEHAVIORAL CENTER 307 15.84% 28.38%
TECHE REGIONAL MEDICAL CENTER 297 23.55% 43.34%
SEASIDE HEALTH SYSTEMS 292 28.57% 45.99%
ALLEN PARISH HOSPITAL 290 25.44% 51.57%
BATON ROUGE GENERAL MEDICAL CENTER 286 32.14% 51.07%
ST CHARLES PARISH HOSPITAL 279 25.72% 41.67%
SERENITY SPRINGS SPECIALTY HOSPITAL 274 34.83% 55.06%
WEST JEFFERSON MEDICAL CENTER 272 29.85% 48.88%
APOLLO BEHAVIORAL HEALTH HOSPITAL LLC MA| 271 25.56% 52.26%
OPELOUSAS GENERAL HOSPITAL AUTHORITY 258 27.17% 45.67%
LSU BEHAVIORAL HEALTH IP ACUTE 255 14.62% 31.62%
BEACON BEHAVIORAL NEW ORLEANS 238 14.35% 27.00%
BEACON BEHAVIORAL HEALTH MAIN SITE 227 14.35% 36.77%
OCEANS BEHAVIORAL HOSPITALKENNE 222 1.35% 6.31%
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WOODLANDS BEHAVIORAL CENTER 215 0.47% 10.23%
ST FRANCIS MEDICAL CENTER INC 209 28.16% 45.15%
ABROM KAPLAN MEMORIAL HOSPITAL 204 24.63% 43.84%
OCEANS BEHAVIORAL HOSPITAL OF BATON ROUI 183 1.65% 11.54%
EAST JEFFERSON GENERAL HOSPITAL 175 22.99% 44.83%
ST JAMES BEHAVIORAL HEALTH HOSPITAL 166 127.04% 154.09%
ABBEVILLE GENERAL HOSP BEHAVIORAL MEDICI| 159 17.72% 42.41%
OCHSNER ST ANNE GENERAL HOSPITAL 147 27.40% 51.37%
GENESIS BEHAVIORAL HEALTH INC MAINSITE 140 33.58% 54.74%
LSUHPL MEDICAL CENTER 135 18.52% 43.70%
ACADIA ST LANDRY HOSPITAL 130 13.18% 39.53%
WESTEND HOSPITAL 129 30.16% 44.44%
RED RIV BEHAVIORAL CENTER LLC 125 0.00% 4.00%
OCEANS BEHAVIORAL HOSPITAL ALEXANDRIA 114 0.88% 11.50%
OCEANS BEHAVIORAL HOSPITAL @PUSRBL 103 0.00% 6.86%
PHOENIX BEHAVIORAL HOSPITAL OF EUNICE 97 23.16% 43.16%
DEQUINCY MEMORIAL HOSPITAL INC 97 15.96% 28.72%
MERIDIAN PSYCHIATRIC HOSPITAL 77 15.58% 29.87%
BATON ROUGE BEHAVIORAL HOSPITAL 68 19.30% 40.35%
OCHSNER FOUNDATION HOSPITAL 56 25.45% 47.27%
OCEANS BEHAVIORAL HOSPITAL OF DERIDDER 49 0.00% 12.24%
PHYSICIANS BEHAVIORAL HOSPITAL 47 24.44% 40.00%
NATCHITOCHES REGION MEDICAL CENTER 42 14.63% 34.15%
OCEANS BEHAVIORAL HOSPITAL OF LAKE CHARL 41 4.88% 14.63%
COMPASS BEHAVIORALTERNLLC 38 45.95% 72.97%
OCEANS BEHAVIORAL HOSPITAL OF KENTWOOD 32 3.13% 3.13%
MEDICAL CENTER OF LA 30 20.00% 46.67%
BUNKIE GENERAL HOSPITAL 29 7.14% 25.00%
AMERICAN LEGION HOSPITAL ADMINISTRATION § 24 12.50% 29.17%
OPELOUSAS GENERAL HOSPITAL 24 4.17% 33.33%
MAGNOLIA BEHAVIORAL HEALTHCARE LLC 21 14.29% 19.05%
SE LA HOSPITAL 21 19.05% 47.62%
ALLEGIANCE BHC OF RUSTON LLC 20 15.00% 30.00%
HARDTNER MEDICAL CENTER 18 5.88% 17.65%
SPRINGHILL MEDICAL CENTER 12 8.33% 25.00%
CENTRAL LA STATE HOSPITAL 12 0.00% 0.00%
DAUTERIVE HOSPITAL 9 22.22% 44.44%
WASH ST TAMMANY MEDICAL CENTER 5 20.00% 40.00%
HOMER MEMORIAL HOSPITAL 4 0.00% 0.00%
MEMORIAL HOSPITAL AT GULFPORT 3 33.33% 33.33%
SOUTH CAMERON MEMORIAL CALCASIEU OAKS 3 0.00% 0.00%
EAST LA STATE HOSP HBP 3 0.00% 0.00%
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VIDANT BEAUFORT HOSPITAL 2 50.00% 50.00%
MEMORIAL HERMANN BAPT BEAUMONT HOSPITA 2 0.00% 0.00%
CAROLINAS MEDICAL CENTER 2 0.00% 0.00%
PROMISE HOSPITAL OF LA INC 2 50.00% 50.00%
VICKSBURG MEDICAL CENTER 2 0.00% 0.00%
WHITE MEMQORL MEDICAL CENTER 2 0.00% 0.00%
CHILD HOSPITAL PHYSICIANS BILLING 2 0.00% 50.00%
JOHN PETER SMITH HOSPITAL 2 0.00% 0.00%
WASHINGTON HOSPITAL CENTER 2 0.00% 0.00%
WILLIS KNIGHTON MEDICAL CENTER 1 0.00% 0.00%
THIBODAUX REGIONAL MEDICAL CENTER 1 100.00% 100.00%
GENESIS BEHAVIORAL HOSPITAL INC 1 0.00% 0.00%
LOMA LINDA UNIVERSITY BEHAVIORAL MEDICINE] 1 0.00% 0.00%
UNIVERSITY HOSPITAL CASE MEDICAL CENTER 1 0.00% 0.00%
EAST TEXAS MEDICAL CENTER UNIVERSITY BLV[ 1 0.00% 0.00%
ACADIANA RECOVERY GENTE 1 0.00% 0.00%
MEDICAL COLLEGE OF VIRGINIA HOSPITAL 1 0.00% 0.00%
METRO HOSPITAL CENTER 1 0.00% 0.00%
OUR LADY OF THE LAKE PHYSICIANS GROUP LLC 1 100.00% 100.00%
TIMBERLAWN MENTAL HEALTH SYSTEMS MAIN Si 1 0.00% 0.00%
ST ANTHONYS HOSPITAL 1 0.00% 0.00%
VICKSBURG HEALTHCARE LLC 1 0.00% 0.00%
SACRED HEART HOSPITAL 1 0.00% 100.00%
LAUREL RIDGE TREATMENT CENTER 1 0.00% 0.00%
ST FRANCIS HOSPITAL 1 0.00% 0.00%
HOUSTON HOSPITAL INC 1 0.00% 0.00%
NY PRESBYTERIAN HOSPITAL WESTCHESTER 1 0.00% 0.00%
NORHPORT MEDICAL CENTER 1 0.00% 0.00%
BAYPOINTE HOSPITAL MOBILE AL 1 0.00% 0.00%
APOLLO BEHAVIORAL HEALTH HOSPITAL LLC 1 0.00% 0.00%
KINDRED HOSPITAL OF NEW ORLEANS 1 0.00% 0.00%
GREEN OAKS HOSPITAL 1 0.00% 0.00%
MARY WASHINGTON HOSPITAL INC 1 100.00% 100.00%
FT WALTON BEACH MEDICAL CENTER 1 0.00% 100.00%

Discussion

1. Discussion of Results

The rate for /day FUH 3 increased percentage points andl®pFUHincreased $ercentage points
between 212 and 2013 (Enterprise Report 41a: Claims omhg displayed a 0.10 increase in sigma

level for7-dayFUH and a 0.11 increase for 30 day FUkkre wagt percent pointiincrease over 2012

for 7 and 36day FUH when analyzing data from the Claims and Supplemental data (Enterprise Report
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28A Claims and $plemental results increased over 2013 with a 7 8mubint increase for 7 and 30
day FUHespectively fronthe first to the fourth quarter These results display a positive trend
compared to baseline results.

When analyzing adult vs. child data, iafgparent that children have a much higheand 38day FUH
rate than the adult population. When analyzing data from a facility level, no trends are evident to
mention.

2. Limitations

The biggest barrier thahe FollowUp team has found is inabilitp reachmembers upon discharge of
hospitalization. This preventshe follow-up team from prompting and encouraging the membematthere
the appointment standards.

Next Steps

1. Lessons Learned

The largest barrier learned are patients having problattsnding followup appointments after
hospitalizations and contacting members upon discharge from inpatient facilities. We have learned that
bridge appointments have worked in various other areas of the country and it will be implemented in
beginning o2014. It was also determined that evaluating population specific data to identify key

drivers and barriers to meetingUHrate goals would be beneficial. In May 2014, a data report was run

to show a breakdown dfUHby populations to identify if thergvere in notable trends that should be
addressed. The following charts show 1915(i) adults; 1835(i) adults, CSoC children, and +&80C
children for 7 and 3@ayFUH

100.00%
80.00% —
60.00%

—g—r_— =i—1915i 7day
40.00% e e —

Non1915i 3eday

0,
20.00% —s — —>=1915i 30day
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201204 2013Q1 2013Q2 201303 2013Q4 2014Q1
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As the chart indicatesdult population overall has lower FUH rates than the child population. It also

indicates that members enrolled in CSoC or who have 1915(i) eligibility have significantly higher rates

for both 7 and 3@day FUH. Both of these programs allow members teetiacreased access to home

and community based services above what is available to the traditional Medicaid population. This drill

down provides invaluable information to inform interventions for the third contract year. First, it shows
thesuccessof MA St f I yQa STF2NIa G2 fAy] 2dziLIh GASYydG FyR A
receiving behavioral health services and supports that this should be continued in the future. Secondly,

it identifies that interventions should be focused on members whorateenrolled in these higher

levels of outpatient services. As noted it is believed bridge appointments will improve the connection

between inpatient and outpatient treatment. Magellan will also increase its efforts to develop

collaborative relationshig 6 SG6SSy AyLI GASYyG K2aLAGFf&a FyR L! k/ .
can receive an eligibility evaluation or independent assessment while they are hospitalized, there will be

a greater chance that the member can obtain eligibility and gain atcgbsse community based

service providers once discharged.

2. Systemlevel Changes Made and/or Planned

Magellan hasmplemented an Admissions Team to assist in discharge plafiidjor (Louisiana Web
Case Logix) with facilities and CM, along with gistifoutpatient providers (CPST/PSR, ACT, etc) when
member is hospitalizedThe bridge appointment initiative will also be implemenfed high volume
inpatient hospitals. Pilds anticipated to begin iBrentwood Hospitaflocated in NW LAR 6/2014to
implement interventionBased on volume of members seen at Brentwood, this interventierpected

to drastically increase followp rates over the year 201Magellan is also inagotiations with River
Oaks(located in SE LA) hospital on bridge appuoants.

Transitional care (from hospital to home) is a critical component of care in behavioral health settings
andbegins with the discharge facilitfjagellan dentified that enhancements to the PIP would be
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beneficial to more comprehensively monitwansitional care. In contract year threlagellan will
monitor four indicators for transitional care in order to measure improvement: components of
discharge management planning, ambulatory follow up rates for mental healtis@rstance abuse
facilities,readmission rates for mental health and substance use disordex$ bridge of discharge
program metrics Magellan will evaluate indicators by population and eligibility categories when
appropriate to target interventions to low performing groups.

D. Other PIPs

As part of the CQI, Magellan looks for opportunities to improve both internal and external processes.
Improve Average Speed of Answer (ASA) and Call Abandonment Rate (CAR) for Care Management
Intake/Authorization Contactaas implemented in caract year one to address opportunities for
improvement related to internal telephone responsiveness in the UM department. Significant
improvements were made and the QIC voted to discontinue this project as a formal PIP in January 2014.
Magellanimplemerted a PIP to reduce rates of readmission to inpatient psychiatric hdspithich is
described in detaiin Section VCare Management Initiatives

VI. Care Management Initiatives

In 2013, theLA CM@oted a trend in rising readmission rates to acutpdtient settings for adult
members. In June 2013, a solutifiitusedwork groupwas established with the overall goal of
identifying, developing and implementing strategies thatuld result in an overall reduction in
readmission rates. As a result,veotpronged approach was taken:

1. Intervene with facilitiesvith highest readmission rates; and
2. Intervene with members who have highest hospital utilization.

A. ReadmissionWork group

The group identified the drivers of readmissiby identifying and anangfacilitiesthat consistently
had the highest days per thousand (da&y@00 rate and the highest readmission rates. The
readmission rates were trended for andonth period between April and September 2013 to establish a
baseline for each identified €dity. As a result, six outlier inpatient facilities were identified. The
overall readmission rate for these facilities was 25.3%.

Analysis of readmission drivers resulted in several interventions. Interventions included working with
hospitals to addess the following initiatives:
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1 Gain support of facility leadership

Identify barriers to follow up/discharge planning

1 Initiation of follow-up planning prior to discharge and sutssiopn ofQuality of Care Concerns to
al 3SttFyQa vdz tAde tvuhehdNddargs Manying wak Badeqhdiey S y

1 Engage with gsertiveCommunity Treatment (ACT).eadership for discussion of
barriers/opportunities

=

Because of the collaboration between the providers and Magellan, at the end of the intervention period
in DecembeR013, the readmission rate for these facilities had fallen to 19.5%, a reduction of 5.8%
percentage points Magellan will continue to monitor these outlier providers to ensure continued
improvement.

B. High UtilizerWork group

A target member group dhe top 100 members with highest inpatient utilization was identfieThe
100 members were divided into two groups and the top 50 members for JuAadast 2013 beame
the primary focus of interventions. The bottoB0 membersontinued toreceive standrd care
management attention but did not receive tlemhancednterventions, andened as the control
group. The intervention and measurement period lasted for 3 months.

Key interventions of the High Utiliz&/ork groupincludedidentification of membes when admitted to

inpatient hospital througta I 3 St £ I yQ&a Ly G S3aNF ( Sén, comBeindagHiutilizedzi K 2 N& 1
roundstwice per week enhanced Physician Advisor involvement, automatic kmemt in RCM (with

an optout option), active involvemnt of peer specialists and care coordination with health plans,
developmental disability services, housing, etc.

High utilizer rounds provided the primary forum for reviewing cases, planning, and reporting on actions
taken. Key participants includeld Chief Medical Officer, Medical Administrator, Care Management
Teams (RCM, Residential Substadse, and Inpatient), Followp Specialists, and Peer Support
Specialists Areas of emphasisicluded historic and current reason for admission, symptoms and
progress, cabccurring substance use disorder, developmental disability or medical condition, eligibility
for and participation in enhanced home and community based services, accessibility of medications,
and any other factors contributing to utilizatioffforts were also made to hawiee same physician

advisor to conduct peeto-peer reviews to establish consistency and draw from ongoing experience
with the identified member. This allowed for improved shaping of complex cases.

The Recovery and Resiley Care Management (RCiam was integral in implementation of the tasks
that emerged from the High Utilizer Rounds. All identified members were enrolled in RCM. If the
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member was unwilling to formally enroll, a care manager would still be assigressist. The RCM
Care Manager would complete tasks such as

1 Reachout to Certified Providers for 19{jeligibility assessment and assisting with setting up
appointment for assessment (preferably while member i istithe hospital);

1 Coordinatecare wth health plansdevelopmenal disabilities services, etc.;

1 Refer and conneanembers with appropriate hme and community based services;

9 If member has a current home and community based provider, notify tthemmember isn an
inpatienthospital and

1 Authorize any services that were necessary for the member, outside of customary procedures
for authorization.

The Peer Specialists tasks include:

Provide a voice forth¥ SYo SNRA& RS@varyyAGA2Y 2F NB

Giveinsight into availabl@etwork and communy resources;

Engage in faceto-face and telephone contact with members to answeestions;

Explain service options to members;

Bridge connections with providers;

QY RdzOG 2y32Ay3 agStfySaa OKSOla¢é¢ oAjakd YSYO SNAE
Identify members who hae not been hospitalized.

=A =4 =4 4 -4 -8 4

The followup teamtasks interventions included:

1 Manage data and reporting;
9 Assist with appointment access; and
1 Verify followup appointments.

The Inpatient Concurrer@are Managemerteam providedthe following interventions:

1 Communicatevork groupinterventions with hospitaltilization review staff as appropriate;

Share thedentification ofprimary care physiciansandvital health information

1 Shape providers tget proper prior authorizationdr medicationdrom the appropriate health
planbefore discharge;

1 Workwith hospitalstaffto allow certified providers and other involved providers (ACT, other
home and community based services) access to the neemwhile hospitalized:;

1 Involve identifiedphysicianadvisors(PA)early on in hospital stay;

Attempt to schedule reviewwith anidentified PA to improve consistency; and

=

=
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1 Authorizedays in accordance with Service Authorization Criteria while being mindful of

maximizing benefit and coordinatingtWwihome and community based or substance use
providers.

At the end of the anonth intervention period, the outcomes for the high utilizer8Q and 76100are
measured. The following chart outlines the results of the intervention.

: Prelntervention Bed Day PostIntervention Bed Day
Timeframe o o
Utilization Utilization
Q32013 Tx Group 1033 444 57% reduction
Control Group 90 187 107% increase
Q1 2014 Tx Group 1051 394 63% reduction
Control Group 0 120 120% increase
Q2 2014 Tx Group 1549 481 69% redudbn
Control Group 299 236 21% decrease

Due to the success of the interventigridagellan analyzegata quarterly to identify a new set of high
utilizers in which to target interventiorsach quarter

VII.

Recovery and Resiliency Cavtanagement

The population of focus for RCM includes members who meet the following criteria:

=a =4

=A =4 =4 4 A

Childrenkouth who are eligible for CSoC level of care and reside in a community that is not
currently a CSoC implementing region

Member with two (2) or more admissions to acute inpatient or residential level of care
within 60 days with a diagnosis of Schizophrenia, Bipolar Disorder or Major Depression
Children age 12 and under who are hospitalized

Pregnant women who use substances

Members age 21 and under who are disctetgrom a state psychiatric inpatient program
followed by one or more admission/hospitalization

Members who use IV drugs

Members with one or more admission for an eating disorder

Members who have chronic or severe physical health and mental heatltimocbid conditions
Members identified as high risk based on predictive modeling results

Members identified by treatment planners, such as WAAs, Local Governance Entities (LGES), or
other providers as needing Intensive Case Management.
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The RCM program providegensive case management to these higsk members. The RCM Program
currently consists of 9 FTE Care Manageg 1 FTE Care Workdn the second contract yeat ,585
members were referred to RCM, 871 of which chose to enroll in RCM. The CHI &td&sifor

YSI adzNRAY3 YSYGSNEQ SELISNA Sy OSed@d positve RERIES YSy G Ay

[N

CHIC (Children)

Improvement in Psychosocial Functioning 80%
Improvement in Physical Health 60%
Improvement in Distress Symptoms 67%
Improvement inStrengths 93%
Decrease in School Missed Days 41%
Improvement in General Health 53%
CHI (Adults)
Improvement in Emotional Health 90%
Improvement in Physical Health 57%
Decrease in Work Days Missed 20%
Improvement in Behavioral Symptoms 77%
Improvenent in Strengths 87%
Improvement in Provider Relationship 76%
Improvement in Confidence in Treatment 70%
Improvement in General Health 53%

Other important activities completed by the RCM team include the Birth Outcome Initiative, crisis plan
development and provider educationFour (4) RCM Care Managarse assigned to work with the five

Bayou Health planghe RCM unit has established a Birth Outcome Initidtiye f AyS A GK (KS a
Birth Outcomes Initiativéhat connects substance using expedtamothers to appropriate services.

alr¥fsSie LIXlya 6AGK Y
through the Magellan system. Also, RCM provides educatiem&rgencydepartments and providers

about the existence antble of the RCM program.

/ I NB

alyF3SNAR O2YLX SGS ONRaiAa

In the first contract year, Magellan identified one barrier to connecting with membersweasbers

not having access to telephones. A free cell phone program, in partnership with TracPhone and Voxiva
was implemented in 2013. buddition to direct outreach to members by TracPhone, care managers and
other Magellan staff were able to refer members to TracPhone. This service allows unlimited calls by
GKS YSYO6SNI G2 al3aStttry |yR
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RCM Care Managers, in partnership with the other clinical teams and peer specialists, were integral in
the success of the High Utilizafork groupdetailedunder theCare Management Initiatives.

RCM Care Management/Clinical Goals for 2013 included:

1 Reach enrollment capacity of a minimum of 60 members per FTE RCM Care Manager
o This goal was achieved and this standard will remain in place in 2014.
1 Complete CHI with 80% of RCM participants
0 This goal was not achieved. 131 CHI assessments were completed
o Enhanced reporting capabilities, an incentive program for members who complete
the CHI and ongoing process improvements will be implemented in 2014 to address
this.
1 Ensure compliance with established workflows
0 This goal was achieved. Reviews of indi@iccare manager performance and
process audits demonstrate consistent application of policies and following of
workflows.
1 Develop proposal and justification for adding more Peer Support Specialists to the program.
o This goal was partially achieved. Wlatigitional Peer Support Specialists were not
added to Magellan staff, their role and contribution to the overall clinical program
were enhanced.In contract year three, Magellan will work with the Office of
Behavioral Health and Medicaid to make P8epprt services a reimbursable
service for adultnembers.
91 Initiate the RCM Care Manager Certification procEsselevant staff
o This goal was discontinuetlie to the reorganization of the RCM program into
Tiered Care Management that will guide RCM in 2014.

In 2014, in addition to those above, RCM goals for 2014 include:

1 / 2yliAydzS @l dz2a62 RE1LII2TF w/ a SkighutiESYI8g0ssedT 2 NJ A R
in Care Management Initiatives section.

1 Show improved outcomes and decreased utilization ehadr levels of care for members
during and after involvement with RCM.

VIIl.  Evaluation of Over/Under Utilization of Services

Magellan is committed to providing quality services to the members ser@sd.of the pillars of
Magellan is to ensure membersaeiveservices that are individualizeéffective, provided in the least
restrictive setting ananedically necessary. In order to accomplish this gbialimperative that
members receivaervices athe appropriate level of care while not over or umdsilizing servicei
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other levels of care TheQI department conducts an annual analytsisdentify trends in over or under

utilization of servicet LouisianaUnderutilization of services could be impacted by barriers to access,

lack of member awaness ofavailability UM program issues resulting in delays in obtaining

F dzi K2 NAT F A2y 2NJ RSyAlLfa 2F &aSNWBAOS utlifétiodiof I NB | LILIN.
services could indicate the lack of availabilityref appropriate alternativeservices and provider and

LINy OGAGA2Yy SN AaadsSaod hyS 2F al 3StflyQa 3I2Ffta Aa
improve community tenure through the increased utilizatiorhofne andcommunity based services

This section looks at severdlilization management metrics, including EPSDT utilizatmprovide a

comprehensive view of utilization.

To obtain a comprehensive understanding of how members are utilizing services, Magellan evaluates
several metrics, including but not limited:to
1 Inpatient Hospitalization (IP) Mental Health (MH)Admits Per Thousand

1 IP MH Average Length of Stay (ALOS)

1 IP Substance Abuse (SA) Admits Per Thousand
1 IP SAALOS

1 Residential SA Admits Per Thousand

1 Residential SA ALOS

1 Halfway House SA Admits Per Thousand

1 Halfway House SA ALOS

1 Community Psychiatric Supportive Treatment (CPS/Erage Number of Units (ANOU)
9 Psychosocial Rehabilitative Services (RSR)U

1 Other Outpatient ANOU

T MST ANOU

1 FFT ANOU

1

Homebuilders ANOU

Magellan curently evaluates these metrics faeveral population groups where appropriate, including
adult, adult 1915(i), child, child 1915(c) waiver, and child 1915(b3) waiver. Enhancements to
monitoring of over/under utilization for these metrics were made during ¢batract year twahrough
the inclusion ofcontrol charts. Control charts allow Magellan to evaluate utilization trends using
statistical analysis. It evaluates utilization basedtamdard deviations from the mean to identify if
there is statistical over or under utilization deted.

IP Admits, IP ALOS, SA Residential Admits, SA Residential ALOS, and outpatient ANOU provide valuable
information when analyzing over/under utilization. When evaluating the metrics, it is important to

consider that trends will become more stablethe data matures.There is also@mne degree of

variabilitythat is expected da to the size of the population (e.g., lowpopulationshave higher
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variability). Opportunities for improvement are indicated where over/under utilization is detected over
a period of time. The date parameters for the report are March 1, 2012 to February 28, 2014.

Admits/1000 Inpatient Hospitalization Mental Health
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Although variation is noted, adult IP MH admits have remained within two standard deviations from the
mean since implementation in March 2012. Admits have increased from 40.97 in March 2012 to 45.59
in February 2014. The metric does appear to have stabilized around the mean (47.47) over the past
quarter. Adult admits per 1000 is higher than the Kaisgiomal aggregate data (30.1). Itis believed

that this number is skewed lower due to the inclusiomofors in the Kaiser data, which have a lower
number of admits per 1000The data indicate thathéld admits per 1000 also appedp have

stabilized aound the meartowards the end of contract year. 2 The mean rate of child admissions

(8.32) is lower than the adult admits (47.47). Itis believed that this is explained due to the acuity level
generally seen in adults with Medicaid, which tend to kghbr than that of the child population. This is

related to the eligibility criteria (e.g., poverty, homelessness, etc.) that place the adult population at
higher risk for behavioral health problems.
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The mean number of admits for Adult Substardse (%)) Residential is 2.75 and the mean for CBild
residential is 0.03. Because of the low numbers represented in these metrics, small shifts can appear to
be significant. Both metrics were below the twarsdard deviation threshold in February 2014 and
Magellan will monitor to determine if this is a trend that should be identified as an opportunity for
improvement.
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ALOS for IP MH fadults trendedbelow the mean of 7.481 the beginning of thesecond contract year
but hassincehad a steady trend upward towards the mean. This can be attributégetefforts of the
Utilization Management department. Theehas beersignificant shaping at this level of care to ensure
membersare able to discharge to the appropriate lower level of care winedlical necessity criteria

for IP arenot met. The Child IP ALOS mean is 8.23.chilidoes show some peak times where ALOS
goes above two standard deviations indicatpujential overutilization. Seasonality is an extraneous
variable that could confound this element. Magellan contisteemonitor to ensure that the ALOS
returns closer to the meanln contract year three, Magellan will conduct onsite provider visits with
providers withhigh ALOS toollaborateon solutions to reduce ALOS.

ALOS 8 Residential

The mean ALOS for Adult SA is 17.49 days. The QWIS mean is a little higher at 21.28 days. The
data is trending around the mean for both populations. Magellan Care Masiagévely work with
providers to shift utilization from programmatic (e.g., 28 days) to individualized treatment models to
SyadNB dziAtATFdA2y YSSia GKS YSYoSNRaE ySSRao
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Graphs for Adult and Child CPSTR R8id other outpatient services are provided below. CPST data for

adults and children is trending upward. PSR and other outpatient sereicesned within two

standard deviations from the mean.

Magellan contisteemonitor outpatient data in contexof

inpatient and residential utilization with the gbof decreasing utilization at the$ggher levels of care.
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